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MULTIPLE MYELOMA; REPORT OF 51 
CASES; SOME OBSERVATIONS WITH 
URETHANE THERAPY * 

RICHARD D. HAINES,?7, M. D. 
W. N. POWELL,?#, M. D. 
TEMPLE, TEXAS 
This report concerns 51 cases of his- 
tologically proved multiple myeloma seen 
at the Scott and White Clinic since 1930. 
It is actually divided into two phases: 
(1) statistical data related to this group 
of patients, and (2) observations of the 
results of long-continued urethane ther- 


apy. 
STATISTICAL DATA 

Incidence: Only in recent years has the 
diagnosis of multiple myeloma been 
made with frequency and accuracy. This 
is probably due to an increased awareness 
of the entity,| plus more detailed clini- 
cal studies, including bone marrow aspi- 
rations. 

Sex: Thirty-eight, or 75 per cent, of 
our 51 patients were men, including one 
negro; while 13, or 25 per cent, were wo- 
men. 

Age: The age range for this series was 
from 41 to 76 years, the average age being 
57 years. Although all of our patients 
were over 40 years of age, there are a 
number of reports in the literature deal- 
ing with multiple myeloma in younger age 
groups.2* The youngest patient reported 
was a child, 18 months old.5 

Signs and Symptoms: The actual mode 


* Presented at the Alumni Meeting, University 
of Rochester, School of Medicine, Rochester, New 
York, October 23, 1953. 

From the Department of Internal Medicine ¢ 
and from the Department of Clinical Pathology t 
of the Scott and White Clinic, Temple, Texas. 


of onset of this disease is obscure. The 
symptoms are variable; and usually, pa- 
tients note the occurrence of multiple, si- 
multaneous initial complaints. In our se- 
ries, pain and weakness were the two 
most frequent symptoms. Other common 
complaints concerned gastrointestinal al- 
terations. (See Table 1). Two patients 
TABLE 1 


FREQUENCY OF 
INITIAL SYMPTOMS IN MULTIPLE MYELOMA 


Symptom No. Patients Symptom No. Patients 
Pain Miscellaneous 
Back 27 Weakness 15 
Chest 5 Dyspnea 3 
Abdomen 5 Epistaxis 2 
Knee 1 Purpura 2 
Head 3 Dermatitis i 
Hands 1 Chills and fever 5 
Wrists 1 Weight loss “ 
Ankles 1 Lymphadenopathy 1 
Gastrointestinal Drainage from nose 1 
Anorexia 6 
Vomiting 7 
Nausea 2 
Diarrhea 2 


had generalized purpura as their present- 
ing symptom. One patient came to the 
Clinic because of generalized lymphaden- 
opathy, tentatively diagnosied as Hodg- 
kin’s disease. Only one patient noted a 
single palpable tumor, located in the right 
clavicle in this instance, as the first sign. 
Three patients had sudden dramatic onset 
of back distress indistinguishable from 
acute herniated lumbar disc. These facts 
are mentioned to emphasize one point— 
multiple myeloma has a myriad of mani- 
festations, and may be confused with oth- 
er diseases; therefore, a high index of sus- 
picion is necessary for differential diag- 
nosis. 

Duration of Symptoms: Symptoms of 
our patients had been present from one 
week to thirty-three months prior to ad- 
mission. Twenty-eight patients reported 
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within six months after onset of their 
symptoms, and 10 more patients reported 
within the next six months; hence 39 pa- 
tients reported within one year after on- 
set of the first symptom. 

ABNORMAL LABORATORY FINDINGS 


(51 Cases of Multiple Myeloma) 

















High Sedimentation Rate iad 2 

(Exceeding 80 mm. per hr.) 41 patients checked | 87% 
Hyperproteinemia 43 iniediniin 5% 
(Exceeding 8 Gm.) Sena eneee own 
Roentgenographic Evidence $1 patients checked 857 

s 
Albuminuria 51 patients checked 





Anemia 51 patients checked 


(Less than 3.5 million per cu. mm.) 


| 68 
Bence-Jones Proteinuria 43 patients checked 57 




















Rouleau Formation | 45 

Myeloma Cells “ 

Peripheral Blood 

Myeloid immaturity | 37% 

Leucocytosis}| 14%, a 
Figure 1 


Laboratory Findings: Figure 1 sum- 
marizes the important abnormal labor- 
atory findings for our series of 51 cases 
of multiple myeloma. 

The erythrocyte sedimentation rate was 
determined in 41 instances. In 87 per cent 
of these cases, it exceeded 80 mm. 


per 
hour, (uncorrected) Westergren method. 
This was the most frequent abnormal 


laboratory finding. The highest recorded 
rate was 165 mm. per hour. 

Total serum protein ranged from 5.2 
to 14.0 Gm. per 100 ml., and exceeded 8 
Gm, per 100 ml. in 85 per cent of 43 pa- 
tients checked. The cause of this hyper- 
proteinemia is still undetermined. The in- 
crease is generally due to the globulin 
fraction, and the A/G ratio is reversed. 
A number of our patients had a total al- 
bumin level well below 1 Gm. per 100 ml., 
with a globulin level exceeding 9 or 10 
Gm. per 100 ml. The albumin globulin 
ratio was reversed in 70 per cent of these 
cases. One determination of Bence-Jones 
protein in the blood was made and found 
to be 3.1 Gm. per 100 ml. Cryoglobulin- 
emia was not found in 5 patients recently 
checked. Twenty-four patients with hy- 
perproteinemia had multiple skeletal le- 
sions, demonstrated roentgenographically. 

Forty-five patients had albuminuria. 
This finding, with the above three, con- 


stituted the four most common laboratory 
findings. 

Anemia was also a common finding, 
being recorded below 3.5 million per cu. 
mm. in 68 per cent of our cases. Anemia, 
however, is not essential for diagnosis. In 
fact, multiple myeloma has been reported 
in association with polycythemia rubra 
vera.” 

It has been said that Bence-Jones pro- 
teinuria is rarely found in patients with 
hyperproteinemia; however, Bayrd and 
Heck! found that 56 per cent of their pa- 
tients with hyperproteinemia also had 
3ence-Jones proteinuria. Of 43 patients 
tested in our series, 57 per cent had 
Bence-Jones proteinuria. Twenty-six pa- 
tients having hyperproteinemia were 
checked for Bence-Jones protein, and 50 
per cent, 13 patients, had positive results. 
We have not detected a fall in the protein 
in the late stages of the disease. To our 
knowledge, elevated spinal fluid protein 
has been reported in only one case of mul- 
tiple myeloma.‘ 

In our series, the relationship of al- 
buminuria, Bence-Jones proteinuria and 
azotemia suggests that Bence-Jones pro- 
teinuria may be present in a higher per- 
centage of cases with increasing album- 
inuria. 

Rouleau formation was first stressed by 
Reimann,* and he believed hyperprotein- 
emia was responsible for this phenome- 
non. In our series, rouleau formation was 
seen in 23 patients, 45 per cent; how- 
ever, total protein in excess of 8 Gm. per 
100 ml. was found in only 17 of these pa- 
tients. 

Myeloma cells in peripheral blood 
smears were seen in 44 per cent of our 
cases. This was usually a single exami- 
nation, and a prolonged search may be 
necessary. In patients with leucopenia, 
myeloma cells have been found in buffy 
coat preparations when they were not de- 
tected in ordinary smears. 


Myeloid immaturity in peripheral blood 
smears was seen in 37 per cent of cases. 
At times, immaturity to the stem cell was 
observed. 
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In our experience, leucecytosis is un- 
usual. Only 14 per cent, 7 patients, had 
a total white blood cell count exceeding 
10,000 per cu. mm. 

Roentgenographic Findings: Typical 
roentgenographic findings in multiple my- 
eloma consist of discrete multiple osteoly- 
tic lesions. When found, they should 
arouse suspicion of the disease and fur- 
ther diagnostic measures should be em- 
ployed to exclude or prove its presence. 
Not all of our patients had complete 
skeletal roentgenograms, but roentgeno- 

TABLE 2 


FREQUENCY AND LOCATION OF 
ROENTGENOGRAPHIC LESIONS IN MULTIPLE MYELOMA 











Bones Involved No. Patients Percentage 
Skull 24 47 
Vertebra (9 had patho- 

logical fractures) 24 47 
Rib 21 41 
Pelvis 8 15 
Femur 6 11 
Humerus 4 8 
Scapula 2 4 
Clavicle 2 4 
Radius 1 2 
Ulna 1 2 
Foot (generalized) 1 2 
Osteoporosis only 5 10 
Negative roentgenograms 5 10 


graphically demonstrable skeletal lesions 
were found in 85 per cent of our cases. 
Table 2 outlines the location of demon- 
strable lesions. The skull, vertebrae, and 
ribs were the most commonly involved 
sites. Pathological fractures were ob- 
served in 9 instances. 

The lesions can be classified into three 
types: (1) multiple discrete 
lesions (punched-out type), (2) solitary 
osteolytic and (3) osteoporosis 
only. Diffuse osteoporosis was seen five 
times, or in 10 per cent of our cases. Five 
patients had generalized skeletal films 
exposed after the diagnosis of multiple 
myeloma was established by other means, 
and no roentgenographic evidence could 
be detected. In 10 per cent of our cases, 
the diagnosis would have been overlooked 
if roentgenograms had been the only di- 
agnostic test employed. 

Differential Diagnosis: For diagnosis, 
it must be remembered that the onset of 


osteolytic 


lesions, 


symptoms in multiple myeloma may be 
insidious or dramatic. No single test is 
consistently diagnostic—not even bone 
marrow aspiration; however, application 
of groups of tests will lead to diagnostic 
consideration and final diagnosis. Oc- 
casionally, open biopsy of a tumor will 
be necessary. 

OBSERVATIONS OF CONTINUED URETHANE 

For years, x-ray and supportive mea- 
sures were the only therapy available. Ir- 
radiation had no effect on the ultimate 
outcome of the patient with multiple 
myeloma; and only occasionally, afforded 
some symptomatic relief. Coley,® in 1931, 
reported beneficial results with the use 
of the toxins of erysipelas and B. prodi- 
giosus combined in some instances with 


irradiation. His good results were not 
confirmed by other observers. 
The advent of modern chemotherapy 


has dispelled to some extent our former 
feeling of hopelessness regarding the 
treatment of multiple myeloma. The first 
real advance in treatment was reported 
by Snapper and Schneid,'® when they re- 
corded their experiences with  stilbami- 
dine. Later, Snapper ' introduced the use 
of pentamidine. In these reports, the oc- 
currence of large inclusion bodies of ribo- 
nucleic acid within the myeloma cells was 
noted—evidence that the drug employed 
had some selective affinity for the cells 
of this tumor. 

Our own experience with intermittent 
intramuscular injections of stilbamidine 
has been in accord with that of others. 
While there was often some relief of pain. 
there was no decrease in the number of 
myeloma cells in the marrow or altera- 
tion in the roentgenographic appearance 
of the involved bones. The results with 
pentamidine are said to be similar to 
those with stilbamidine. 

Rubinstein’? introduced antimony (ne- 
ostibosan (®) ) on the same theoretical 
basis that Snapper first used stilbamidine. 
He reported results similar to those se- 
cured by Snapper with stilbamidine. Ru- 
binstein believed there was a quantitative 
decrease in the myeloma cells in the mar- 
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row, but found that neostibosan produced 
an increase in the radiosensitivity of the 
tumor. In a later article,’ he reported a 
favorable effect on the control of epi- 
staxis, a seduction in hyperglobulinemia, 
and a regression of palpable tumors when 
neostibosan was used alone. He did not 
state whether there was roentgenologic 
change in the bone underlying these re- 
gressing tumor masses. 

Jacobson and others'' treated two pa- 
tients having multiple myeloma with ni- 
trogen mustard, but failed to obtain any 
beneficial results. 

Unfortunately, to date, we have had 
no experience with radioactive isotopes in 
the therapy of multiple myeloma as re- 
ported by Lawrence, et alii.’ 

Bayrd and Hall'® reported a case of 
plasma cell leukemia. The patient was 
treated with a total of 6,135 microcuries 
of P**. Twenty-one months later, they 
were unable to detect any evidence of 
the disease—including a normal sternal 
marrow examination. To our knowledge, 
this more closely approximates a “cure” 
than any other reported case. 

During the past three years, we have 
treated 13 patients with urethane for 
varying periods of time. Three cases are 
interesting from many standpoints. (Oth- 
er cases were not followed long enough 
to be of statistical importance.) 

The modus operandi by which urethane 
suppresses mitosis is still obscure. At 
present, two concepts of its mode of ac- 
tion exist: (1) that it is an actual cellu- 
lar antagonist, and (2) that is is a com- 
petitive inhibitor to the utilization of a 
naturally occurring amine essential to 
nuclear protein synthesis. In the body, 
urethane is hydrolyzed to carbon dioxide, 
ethyl alcohol, and ammonia within twenty- 
four hours."* 

CASE REPORTS 

Case No. 1. A 57-year-old railroad emplovee 
was first seen at the Santa Fe Hospital in April, 
1950. For three months, he had noted dull, ach- 
ing, intermittent, nonradiating pain in the mid- 
cervical verterbral area. His immediate need for 
this initial hospitalization was a dramatic ex- 
acerbation of cervical vertebral pain with ra- 


diation into the occiput. There was no history 
of trauma. 

Physical examination revealed this patient to 
be a well developed and well nourished man who 
held his neck in a rigid position. There was ten- 
derness over the transverse process of the third 
and fourth cervical vertebrae with associated 
moderate muscle spasm of the left posterior 
cervical musculature. 

TABLE 3 
MULTIPLE MYELOMA TREATED WITH URETHANE 
2 Grams Daily for 3 Years 








Tests _ 4-3-50 8-21-50 1-18-51 8-7-52 3-5-53 
Hemoglobin 4.0 150 150 135 14.0 





SS SS eae 
RBC 4.7 4.6 5.1 4.7 4.9 





(million per cu. mm.) __ 


9,050 6,200 4,400 7,000 6,600 
_(per cu. mm.) 


Total Protein 1.8 12 6.9 











SS i ee es _— 
‘ae oce) 3 EB wee 8.0 
Moen 99 __%4 St -- am 
fener ce. eno 
Calcium 9.3 --- 10.1 -- 10.2 


_(mg. per 100 cc.) _ ere 
Blood Morphology 


No myeloma cells 
Bence-Jones Proteinuria Absent 
os ania “Positive for 
myeloma cells 
Positive for 
myeloma cells _ 


Bone Marrow 





Biopsy Lesion, 
Calvarium _ 


Laboratory studies on admission and during a 
three year follow-up period are tabulated in Ta- 
ble 3. A roentgenogram of the cervical spine 
showed narrowing of the third cervical vertebral 
body with the appearance of an osteolytic destruc- 
tive process. Sternal aspiration two days after 
admission showed the presence of myeloma cells. 
The patient, therefore, was placed on urethane 
therapy. 

This case illustrates several interesting features 
concerning the diagnosis of multiple myeloma. 
It is an example of advanced complicated mul- 
tiple myeloma, presence of fracture, without the 
other usual findings of anemia, elevated sedi- 
mentation rate, albuminuria, Bence-Jones pro- 
teinuria, hypercalcemia, or morphological altera- 
tion in peripheral blood smears. The reversal of 
the albumin globulin ratio, seen initially, showed 
a gradual return to more normal values with 
therapy; however, this has not been maintained. 

After eight months of urethane therapy, there 
was definite change in the fragmented third 
cervical vertebral body with recalcification and 
disappearance of the fracture lines. In our se- 
ries of 51 patients treated with various thera- 
peutic agents, this phenomenon was _ observed 
twice. The other instance occurred during ACTH 
therapy. (We were treating a patient with 
ACTH when a spontaneous fracture of the hu- 
merus calcified.) 

Bone marrow aspirations revealed no signifi- 
cant alterations in either the number of myeloma 
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cells present or their morphologic characteristic. 

Approximately five weeks after urethane ther- 

apy was instituted, this patient experienced 

marked subjective relief from his bone pain. Im- 

provement has been gradual, and the patient 

has returned to his usual occupation as a rail- 
road employee. We would classify this as an ex- 
cellent response to treatment. 

The above mentioned roentgenographic 
change attributed to urethane therapy is 
unusual, and its direct relationship to 
treatment is debatable. As late as 1946, 
the consensus of various British authori- 
ties'**! was that multiple myeloma was 
an osteolytic process in bone without the 
potentiality of new bone formation. Since 
then, a few reports have appeared to in- 
validate the old opinion. Garland and 
Kennedy ** presented roentgenographic 
evidence of healing in a pathologic frac- 
ture of the left femur when treated with 
x-ray irradiation. Krainin*’ reported an 
interesting case of multiple myeloma in 
which there was histologic evidence of 
new bone formation without treatment. 
He speculated that the periosteum was 
its site of origin. Recently, Dameshek,** 
as well as Loge and Rundles,** have pre- 
sented roentgenographic evidence of re- 
calcification in bone lesions of multiple 
myeloma. 

Case No. 2. The patient was first seen in July, 
1949. She was a 49 year old housewife, whose 
chief complaint was “arthritis” of thirty-three 
months’ duration. Initially, her distress was 
compatible with that of a herniated disc; inso- 
far as she experienced right sciatic pain, but 
this was constant. Also, she soon noted an onset 
of generalized skeletal pain, aggravated by mo- 
tion of the spine. She had been aware of a grad- 
ual reduction in height calculated to be 6 inches 
in thirty-three months. Severe thoracic kyphosis 
had developed. The patient had been in bed at 
home for ten months prior to her first visit. She 
was totally incapacitated, unable to sit up or 
even flex her head without help while in recum- 
bent position, and when erect her head would 
fall forward. The patient presented herself as 
a poorly nourished woman, alert mentally, with 
essential physical findings as listed: 

i. Kyphosis with scoliosis of the lumbar spine, 

inability to extend the head without sup- 

port. 

2. Exquisite bone pain to minimal pressure 
or percussion when applied to any skeletal 
part, the most marked over the ribs and 
skull. 


3. Pallor of the skin and mucous membranes, 
Laboratory Findings. Roentgenograms showed 
marked osteoporosis and multiple minute osteoly- 
tic lesions involving the skull, ribs, clavicles, 
scapulae, vertebrae, pelvis, and bones of the ex- 
tremities. We have had the opportunity to fol- 
low this patient for a period of four years. Dur- 
ing this time, we have seen her on numerous oc- 
casions. She has been maintained on urethane, 
orally, 2 grams, daily. Table 4 summarizes the 
laboratory data and bone marrow studies dur- 
ing this period of time. 
TABLE 4 


MULTIPLE MYELOMA TREATED WITH URETHANE 
2 Grams Daily for 4 Years 





Tests 7-18-49 9-13-49 11-30-49 3-15-50 9-5-51 1-12-53 
Hemoglobin 1 1 11 1 13 

(Gm. per 100 cc.) $1.0 3-5 i? ° , _ sae 
RBC 5 


3.6 44 3.8 3.7 41 4.5 
(million per cu. mm.) _ a ei 
a 6,000 9,800 4,600 4,000 5,200 5,000 
(per cu. mm.) Rhy: sree ce 
Sedimentation Rate 7 


42 7 10 ooo 
(mm. per hr.) i . - 
Total Protein 
12.6 66 11.8 --- 9.0 
(Gm. per 100 cc.) " ’ 2 sell ry it ee 
Albumin 7 7 
8 6 1 -- 16 2.7 
(Gm. per 100 cc.) ‘ Pa a Ae 
Globulin = 
11.73 71.9 11.03 7.76 6.3 
_(Gm. per 100 cc.) _ a Aes on i ee ea 
Phosphorus 3.7 3.6 es 
(mg. per 100 cc.) z= at . = at 
Calcium 
11.6 9.0 14.1 
(mg. per 100 cc.) bd a =e (Rees 
Blood Morphology Rouleau, no myeloma cells 
ee 33 3.5 35 3.0 9 5 
(% myeloma cells) 
] No thera 
URETHANE THERAPY 20™ ety «2 Grams Daily 


Daily 3 weeks 


It is interesting to note that marked hyper- 
globulinemia, seen initially, has tended to dimin- 
ish slightly. The total serum proteins have de- 
creased. The marrow myeloma cell population 
has shown a remarkable change. Another im- 
portant fact to observe was the increase in the 
marrow myeloma cells during a three weeks’ pe- 
riod. when urethane was omitted. 

The bone marrow of this patient, who had 
generalized skeletal involvement by the tumor, 
contained 33 per cent myeloma cells in the initial 
aspiration on July 20, 1949. After two months 
of treatment with urethane, the marrow was 
found to contain 3.5 per cent myeloma cells with 
definite evidence of cytologic alteration in the 
tumor cells present. The chromatin pattern was 
coarser and the cytoplasm showed a mottled, vac- 
uolated appearance with the cytoplasmic margins 
in many cells irregular and frayed. Rouleau 
formation of the erythrocytes was less marked 
than in the previous examination. Normal mar- 
row cells were abundant throughout the smears. 
On July 17, 1952, aspirated marrow contained 15 
per cent of myeloma cells, some very large in 
size. The chromatin pattern was less coarse 
than in the previous examination. Normal mar- 
row cells were present in abundance and in nor- 
mal proportions. It seems evident from the bone 
marrow picture in this case that urethane pro- 
duced a very definite cytologic alteration in the 
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myeloma cells, with possibly a significant dimi- 
nution in their number, although this latter point 
must be accepted with caution. 

The patient noted a subsidence of the ex- 
quisite bone pain approximately five to six weeks 
after urethane therapy was instituted and pain 
has remained absent since. She has assumed 
some of her previous usual extra-curricular ac- 
tivities as attending bridge games and church. 
During this four year period, there has been no 
change in her skeleton; how- 
ever, she has regained considerable strength and 
use of her neck muscles, We 
provement very good. 

TABLE 


roentgenograms of 


consider her im- 


MULTIPLE MYELOMA TREATED WITH URETHANE 
2 1/2 Grams Daily for 18 Months 
Tests 5-18-51 7-11-51 9-24-51 4-24-52 1-19-53 


Hemoglobin 


14.5 12.0 15.5 13.5 15.0 

(Gm. per 100 cc.) 

RBC 4.8 4.05 5.5 5.01 5.7 
(million per cu. mm.) 

WBC 10,300 18.300 9.606 6.200 6.800 
(per cu. mm.) 

Sedimentation Rate 100 88 61 . 49 
(mm. per hr ) 

Total Protein 7.8 16 7.84 7.65 
(Gm. per 100 cc.) 

Albumin l 3.02 3.63 3.48 
(Gm. per 100 cc.) | 

Globulin 4.7 4.58 4.21 417 


(Gm. per 100 cc.) 
Axillary Lymph Node Inflammatory 


Blood Morphology Rouleau, no myeloma cells 

Bone Marrow ~~ Not 
diag —— 

Skeletal Spine, Skull, Rib 

Roentgenograms 


Myeloma cells present 


, Negative 

Case No. 3. The patient, a 44 year old farmer, 
consulted us on May 17, 1951, because of peri- 
odic episodes of fever for one year. He was 
also aware of a nondescript dull aching lumbar 
pain. Original examination 
bilateral lymphadenopathy. 
ature was 100.4° F. 
this and subsequent 
Table 5. 
not 
node 


minimal 
temper- 


revealed 
Admitting 
His laboratory studies on 
tabulated in 
Originally, bone marrow studies were 
diagnostic, and 
was reported 


visits are 
biopsy of a single axillary 
inflammatory. Two months 
later, on a return visit, a repeat study finally 
established a multiple myeloma. 
Urethane therapy was prescribed, and his symp- 
toms gradually subsided. 

his fever has disappeared, 
returned to his farm 


diagnosis of 


He has gained weight, 


and the patient has 


labor. 
PROGNOSIS 

It is the general consensus that the 
average life expectancy in multiple my- 
eloma is approximately two years. At- 
tempts have been made to correlate the 
pregnosis with the degree of immaturity 
of the myeloma cell, the philosophy being 
that the more immature the myeloma cell 
the poorer the prognosis; and therefore, 
the shorter the survival time. We have 
been able to follow 31 patients from time 


of onset of symptoms until death—with 
extremes of two months and fifty-three 
months, an average of 13.7 months. 

Of the 13 patients treated with ure- 
thane,.3 have been reported, 1 was lost 
to follow up, and 1 had therapy instituted 
recently. The remaining 8 have died. The 
3 patients reported have taken urethane 
for a longer period of time than the 
average life expectancy for the group as 
a whole. In no other instance was the pa- 
tient able to tolerate the drug. Usually, 
he became discouraged and discontinued 
medication because of nausea. Leuco- 
penia was never a definite contraindica- 
tion. The remaining 38 patients from our 
series of 51 patients were seen and treated 


prior to the introduction of urethane 
therapy. 

CONCLUSION 
We have reviewed the clinical and 


laboratory findings of 51 cases of proved 
multiple myeloma. It is obvious that the 
symptom complex may be very bizarre. 
No single test, other than bone marrow 
study, is diagnostic; however, the results 
of other tests may be suggestive. Anemia 
is not always present, and roentgenograms 
will not always establish the diagnosis. 
One must suspect multiple myeloma and 
take steps either to prove or to disprove 
its existence. 

Treatment must be individualized. We 
believe urethane has proved of value in 
a few patients, and we have observed sev- 
eral interesting results from its use: (1) 
A return to normal of altered A/G ratio; 
(2) a diminution of hyperproteinemia; 
(3) a decrease in sedimentation rate, (4) 
improvement, roentgenographically, of a 
pathologic fracture of the cervical spine; 
(5) a decrease in the marrow myeloma 
cell population, as well as suggestive 
cytologic changes. Urethane is a drug 
that can be administered safely for long 
periods of time. 
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TWELVE YEARS’ EXPERIENCE WITH 
ELECTROSLEEP (SHOCK) THERAPY* 
CHARLES S. HOLBROOK, M.D. 

NEW ORLEANS 
An analysis of electrosleep (shock) 
treatment for psychiatric disturbances, 
representing the experience of a number 
~ * Presented at the Seventy-third Annual Meeting 


of the Louisiana State Medical Society, New Or- 
leans, May 9, 1953. 


of psychiatrists in New Orleans during 
the past twelve years, has recently been 
completed, and I shall present to you 
some observations which I believe will 
be enlightening. 

Most innovations in medicine soar on 
a wave of popularity and enthusiasm, 
only to recede in a comparatively short 
time. This has not been true of electro- 
sleep therapy, and various modifications 
of shock treatments are used all over the 
world. Indications for such therapy are 
becoming better clarified, and new meth- 
ods of treatment are being constantly ad- 
vanced. We have followed the orthodox 
method of Cerletti and Bini. 

During the past 12 years, at the DePaul 
Sanitarium 7, 7,147 patients received 56,- 
596 treatments. (Table I). In this same 
period, at Touro Infirmary,} 3,023 pa- 
tients regeived 17,679 treatments. (Table 
2). Thus, in these two hospitals, 10,170 
individual patients received a total of 74,- 
275 treatments. 


TABLE 1 


ELECTROSHOCK THERAPY—DEPAUL SANITARIUM 





Years Patients Treatments 
1941-1942 375 3,372 
1943-1944 622 7,595 
1945-1946 1,973 13,726 
1947-1948 1,911 13,082 
1949-1950 1,039 9,908 
1951-1952 1,227 8,913 

7,147 56,596 


At Touro Infirmary, 
1952, 134 patients were hospitalized, and 
183 patients came to the hospital for 
their treatment and left the hospital in 
approximately an hour. In 1952, 86 pa- 
tients were hospitalized, and 216 out-pa- 
tients received electro-sleep treatments. 

Our experience in treating the milder 
depressed states on an out-patient basis 
has been most satisfactory; however, if 

+ DePaul Sanitarium, located in the city of New 
Orleans, is a private hospital for patients suffer- 
ing from psychiatric disorders. Bed capacity: 230. 


during 1951 and 


t Touro Infirmary, in the city of New Orleans, is 
a general hospital with a neuropsychiatric clinic 
and a small unit for mild emotional disorders. 
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TABLE 2 


ELECTROSHOCK THERAPY—TOURO INFIRMARY 


Years Patients Treatments 
1941-1942 237 936 
1943-1944 567 3,271 
1945-1946 621 3,165 
1947-1948 624 3,512 
1949-1950 569 3,988 
1951-1952 405 2,807 

3,023 17,679 


the patient is not cooperative, or if he is 
disturbed, hospitalization is essential. 

Considerable judgment is at times re- 
quired to determine whether electrosleep 
therapy is indicated. Disorders respond- 
ing best to this type of treatment are un- 
doubtedly those which are functional and 
have an emotional 3est results 
with this treatment are in the depres- 
sions, and here are listed the common 
types of emotional depression: 


basis. 


1. Reactive depression, or prolonged 
grief, in which a patient fails after 
a considerable period to recover 
from a bereavement, a financial ca- 


tastrophe, or an emotionally trau- 
matic experience. 
2. The depressed phase of the manic 


depressive syndrome. 

3. Involutional menalcholia. 

1. Presenile depression. 

5. Psychoneurosis with depression. 

6. Marked depression with other dis- 
eases (such as general paresis, tu- 
berculosis, primary anemia, etc.) 

Patients suffering these condi- 

tions respond to electrosleep 
treatment. In emotional dis- 
orders are the indications for 
such treatment. 


from 

splendidly 

fact, these 
cardinal 


We studied 200 depressed patients at 
the DePaul Sanitarium between 1935 and 
1940, who in that period received simple 
psychotherapy and general hospital care 
(hydrotherapy, occupational therapy, etc.) 
but no electrosleep treatments. These 200 
patients remained in the hospital 25,328 
days, or an average of 126 days per pa- 
tient. In contrast, 200 depressed patients 
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in the years 1951 and 1952 spent 5,332 
days in the hospital, or an average of only 
26 days per patient. Thus, we see that 
before electrosleep treatments were insti- 
tuted, the average stay of depressed pa- 
tients in the DePaul Sanitarium was 126 
days, whereas, with electrosleep treat- 
ment, the average stay of a depressed 
patient is 26 days. These patients are re- 
stored in approximately one fifth of the 
time that would be required if electrosleep 
treatments were not employed. One read- 
ily sees the tremendous financial saving 
that results from treating a patient in the 
hospital less than a month as compared 
to treating them four or more months. 
With treatment, the patient is restored to 
normal rather quickly and does not have 
to suffer and be hospitalized for a long 
time. 

In 1952, the average number of treat- 
ments, for depressed patients, was 7, 
though some few patients required only 
3, 4, or 5 treatments; on the other hand, 
some patients needed 10 or 12 treatments. 
We usually expect a depressed patient to 
recover with 6 to 9 treatments. As a rule 
3 treatments are given the first week, and 
2 per week thereafter, but this varies 
considerably according to the indications 
—an agitated, or depressed patient, with 
suicidal intent, may be given 2 or even 
more treatments the first day, then 1 
treatment a day for the next several days, 
depending upon how he responds (unques- 
tionably suicides have been prevented by 
prompt and adequate electrosleep ther- 
apy). 

TABLE 3 
DEPAUL SANITARIUM 


100 Manic Patients Days in Hospital Average Days 


1935-40 12,696 126 
1952 3,609 36 
1952—Average number of EST per patient 9 


200 Depressed Patients Days in Hospital Average Days 


1935-40 25,328 126 
1952 5,332 26 
1952—Average number of EST per patient 7 


It has been stated that patients exhib- 
iting the manic phase of the manic de- 
pressive syndrome do not respond so well 





— 
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as the depressed patients, but an analysis 
of the statistics in our study does not 
bear this out except to a very slight de- 
gree. One hundred manic patients, in the 
period 1935-40, when electrosleep treat- 
ments were not employed, stayed in the 
hospital 12,696 days, or an average of 126 
days per patient. (See Table 3). In 1952, 
with electrosleep treatment, 100 manic pa- 
tients spent 3,609 days in the hospital, or 
36 days per patient. These patients had 


an average of 9 treatments. In the years 
before electrosleep therapy, the depressed 
} +1 


he manic 


patients spent approxi- 
mately the same time in the hospital (126 
days); in 1952, the 


'ectrosleep treatment, 


depressed patients, 


with e spent an 
26 days in the hospital, and 
Thus, 


advantage of 


average of 
the 


readily sees the tremendou: 


manic patients 36 days. 


one 


electrosleep treatments in manic as well 


as in depressed patients. From a nursing 
view, patients receiving modern 
much readily 


for. A patient may come to the hospital 
in a 


point of 


treatment are more cared 


very excited or hypermanic 
treatments calm down 
ecome better adjusted to the hospital 


routine. 


state, 
and after a few 
and | 
4 
CONTRAINDICATIONS TO ESI 
The absolute contraindications are few: 
1. Marked 


osteoporosis is dangerous 


because of the possibility of frac- 
tures, etc. 
2. Heart disease with decompensation 


is usually regarded as a contraindi- 

cation until decompensation is cor- 

rected. Aneurysm would certainly be 

a great hazard. 

3. The treatment is usually not given 
in acute febrile disease. 

4. Malignancy is a grave complication 
and frequently prohibits the employ- 
ment of EST. 

There are other conditions which are 
not absolute contraindications but do add 
risks: 

1. Cardiovascular disease; without de- 

compensation, is an added risk but 
seldom prevents the patient’s receiv- 


Electrosleep (Shock) 


Therapy 9 


ing EST if the emotional disorder is 
of a serious nature. 

2. Coronary thrombosis, unless it is 
recent, adds some risk, but these pa- 
tients frequently stand the treat- 
ment without any bad effects. In 
calculating the cardiovascular risk, 
after the usual tests are made, I de- 


termine whether or not a _ patient 


can walk up a flight of stairs; if 
he can do this, he is, in my opinion, 
able to take EST. 

3. High blood pressure is often the re- 
sult of apprehension and agitation, 
and EST frequently causes the 
blood pressure to return to normal 


or near normal. 


!. Advanced 
must be 


age is a problem which 
given careful consideration, 
but we have treated patients in their 
60’s and 70’s with satisfactory re- 
sults, and two patients aged 85 


‘6 


and 
86 did splendidly. 


5. Brain disease is a contraindication; 
however, in a few instances very 
disturbed patients have “calmed 


down” with several treatments, 

with but slight 
pathology, respond well to treatment. 
The underlying organic deterioration 
is not but the agitation 


and depression are usually improved. 


6. Presenile patients, 


affected, 


Pregnancy has not proved a contra- 
indication. We have treated ap- 
proximately 10 women, in all stages 
of pregnancy, without complications. 


COMPLICATIONS DUE TO 
TREATMENT 


In this study, based on 10,170 patients 
who received 74,275 treatments, there has 
not been a single fatality due directly to 
EST, and complications produced by treat- 
ment have not been of a serious nature. 

In 1951, at the DePaul Sanitarium, 534 
patients received 4,217 treatments. There 
were 5 compressed fractures of the spine. 
These were mild and showed no neurolo- 
gical disturbances though they caused 
treatment to be postponed for two or three 
weeks; they did not interfere with com- 
pletion of the series of treatments or pre- 
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vent recovery of the patient. 

In 1952, at the same hospital, 693 pa- 
tients received 4,696 treatments. There 
were 4 compressed fractures of the spine 
(mild), and 1 fracture of the surgical 
neck of the left humerus. This latter 
complication necessitated termination of 
treatment, but the patient recovered, as 
several treatments had already been given. 

At Touro Infirmary, in 1951, 181 pa- 
tients received 1,201 treatments; there 
were 3 proved fractures of the spine 
(mild), and 1 questionable fracture of the 
spine. 

At Touro Infirmary, in 1952, 244 pa- 
tients received 1,606 treatments. There 
was 1 compressed fracture of the spine, 
and 1 ruptured anterior tibial tendon. 

Spinal injuries that occur with this 
type of treatment must not be confused 
with fractures of the spine as produced 
by diving or serious automobile wrecks. 

Thus, the most frequent complications 
from electrosleep therapy are mild com- 
pressed fractures without neurological in- 
volvement. Pain is a fairly prominent 
symptom, but even that may not last more 
than a week or two, and no casts or gir- 
dles are necessary. The main disadvan- 
tage of such a complication is that treat- 
ment is frequently interrupted for a time. 

From the above figures, we see that 
complications are not numerous, and the 
danger of such complications should not 
defer treatment. 

INDICATIONS FOR ELECTROSLEEP TREATMENT 

While best results are obtained in the 
affective disorders, we do see improve- 
ment in other conditions. Individuals re- 
ceiving electrosleep treatments are listed 
below with the group percentage of re- 
covery or restoration to what is normal 
for that individual. 

1. Depression, and manic depressive 
syndrome—80 to 95 per cent are ex- 
pected to recover promptly. 

presenile 


2. Involutional melancholia, 


depression—70 to 90 per cent should 
recover from their depression. 
8. Reactive depression, or 


prolonged 


grief—95 to 100 per cent recovery 

can be expected. 

4. Psychoneurotic depressions—respond 
well. 

5. Manic phase of the manic depressive 
syndrome—75 to 90 per cent usually 
respond satisfactorily. 

6. Schizophrenia or dementia precox— 
60 to 70 per cent of those individ- 
uals in the first or second attack are 
restored. They respond wel! in 
the first or second episode if 
treatment is instituted early; if the 
condition is well established (of two 
or three years’ duration) very little 
can be expected, though often treat- 
ment brings about an improvement 
in the behavior of a patient and 
makes him more amenable to ordi- 
nary hospital care. 

CONCLUSION 

From the study of twelve years’ ex- 
perience with electrosleep treatments at 
the DePaul Sanitarium and at Touro In- 
firmary (10,170 patients receiving 74,275 
treatments) it becomes apparent that this 
type of treatment is a tremendous boon 
in acute emotional and psychotic disor- 
ders. It is principally of value in treat- 
ment of the emotional disorders, particu- 
larly the depressions. Individuals with de- 
pression, who received electrosleep ther- 
apy, were restored to normal or were 
well on the road to recovery within 26 
days. Similar cases fifteen years ago, who 
did not receive electrosleep treatments, re- 
quired 126 days for recovery. Electrosleep 
therapy greatly shortens the period of 
hospitalization and prevents suicides. Pa- 
tients are promptly relieved of their great 
mental suffering, soon sleep with little or 
no sedation, and they gain weight. Psy- 
chotherapy is often very difficult to carry 
out in the depressed, agitated, or in the 
manic patient, but after electrosleep ther- 
apy they can be benefitted by psycho- 
therapy. 

Complications are comparatively few, 
and there have been no fatalities caused 
by electrosleep treatments in this group 
of 10,170 patients. 
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In subsequent attacks, the patient often 
says to the psychiatrist, “I am getting de- 
pressed again and I want another series 
of electrosleep treatments.” 


o— 


VAGINAL HYSTERECTOMY 
THE SLING OPERATION 
JACK R. JONES, M. D. 
BATON ROUGE 
Prolapse of the uterus with the usual 
associated childbirth injuries demands 
treatment. When the child bearing poten- 
tiality is no longer desired the logical 
treatment of prolapse is vaginal hysterec- 
tomy with reconstruction of the bladder 
supports and of the perineum. It is not 
my intention here to submit the many va- 
ried types of vaginal hysterectomies, but 
rather to present for your consideration 
a procedure for a modified vaginal hyster- 
ectomy which I have called “‘The Sling 
Operation.” 





PROCEDURE 

The cervix is grasped with a tenaculum 
and circumcised with a scalpel at the re- 
flection of the vaginal mucosa from the 
pars vaginalis of the cervix. The mucosa 
is dissected upwards freeing it from the 
cervix. Next, the anterior vaginal wall is 
incised to within 1 cm. of the urethral ori- 
fice and the vesical and pubocervical fas- 
cia are dissected from the mucosa. The 
bladder is pushed upwards until the ves- 
ico-uterine fold of peritoneum is _ identi- 
fied. The peritoneum is then carefully in- 
cised. In a like manner the cul-de-sac 
peritoneum is opened. 

The corpus uteri is now delivered 
through the vesico-uterine peritoneal op- 
ening into and often outside the vagina. 
With a tenaculum on the cervix and one 
on the fundus uteri the entire width of 
the broad ligaments, the round ligaments, 
the uteroovarian ligaments, the uterosa- 
cral ligaments, and the cardinal ligaments 
are easily accessible. These ligaments on 
each side of the uterus are lightly clamped 
en masse with an intestinal forceps. 

By vision and palpation the uterine ar- 
~ * Presented at the Seventy-third Annual Meet- 


ing of the Louisiana State Medical Society, May 
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teries are easily identified and ligated. 
This controls the main blood supply. 

The uterus is now removed with a scal- 
pel leaving a wedge of myometrium on 
each side attached to the ligaments. These 
myometrial wedges are approximated with 
interrupted sutures and the intestinal for- 
ceps on the ligaments removed. It is now 
evident that a broad ligament sling with 
a ridge of myometrium in the center has 
been accomplished. The vesicouterine and 
the cul-de-sac peritoneal folds are sutured 
to the superior surface of the sling anter- 
iorly and posteriorly, respectively, accom- 
plishing reperitonealization. 

Next, a mattress suture (Kelly stitch) 
is placed beneath the urethra. The sling 
is brought forward under the bladder. The 
anterior edge of the sling is sutured to 
the ischo-cavernosus muscle on each side. 
This stitch is placed so as to incorporate 
the periosteum of the pelvic rami. The 
sling is now in place and forms a firm 
support for the urethra and bladder. The 
excess vaginal mucosa is excised and ap- 
proximated with interrupted sutures an- 
choring it to the inferior surface of the 
myometrial-broad ligament sling, forming 
an inverted T suture line. Then a modified 
Hegar perineorrhaphy is performed, com- 
pleting the operation. 

COMMENT 

This operation reminds one of the old 
interposition operation as described by 
Watkins. Instead of using the corpus 
uteri to interpose between the bladder and 
vagina as a bladder support a myometrial- 
broad ligament sling is used. This elimin- 
ates the undesirable features of the for- 
mer operation such as the development of 
uterine pathology and pregnancy. 

The myometrial portion of the sling 
immediately postoperatively feels like a 
ridge beneath the bladder. It gradually 
becomes smaller in size, and six months 
after the operation it can hardly be pal- 


pated. Yet, the bladder is still firmly 
supported in its hammock. 
The Richardson composite operation 


utilizes a block of the cervix in a some- 
what similar manner to support the va- 
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gina. It offers no more than the usual the diagnosis and management of 15 
vaginal hysterectomy as far 1s bladder proven and 3 probable instances of pla- 
support is concerned, yet, has the unde- centa accreta. 

sirable feature of retaining hidden en- DEFINITION 


docervical tissue, 
During the past five years the “Sling 


Operation” has been employed in numer- 
The indication for the proced- 


ure is usually 


OUS Cases, 


uterine prolapse with a se- 


vere symptomatic incontinent  urethro- 


evstocele. There 


has been no mortality 
and the end postoperative results have 
been gratifying. No prolapse of the va- 


gina or recurrent cystocele has developed. 


lr} sling operation is fast and easy to 
pertorm. It accomplishes all the desirabl 
results of a vaginal hysterectomy and of 
fel a better bladder repair than any pro 
cedure I have employed previously. It 
affords excellent exposure for enterocele 
repair. A partial or total colpectomy cai 
e done if necessary following the sling 
oper ! To da [ have ha » Ul 
sirable results from this procedure 


PLACENTA ACCRETA 


4 15 YEAR STUDY AT CHARITY HOSPITAI 

AND TOURO INFIRMARY 
IN NEW ORLEANS 
ISADORE DYER, B.S., M.D., 
HENRY K. MILLER, B.S., M.D., 
AND 
JOHN PURVIS McLAURIN, JR., B.A., M.D 
NEW ORLEANS 
Placenta accreta, although one of the 


common conditions associated with 
hemorrhage in pregnancy, should be con- 
sidered a serious complication. The 
that there is little forewarning of 
the presence of this entity, in itself is suf- 
ficient to demand Writers on 
the subject are not in complete agreement 
treatment, hence the 
may be confused. 

This fifteen year report is designed to 
the surrounding 


. 


less 


mere 
fact 


respect. 


as to management 


present circumstances 


* Presented at the Seventy-third Annual Meet- 
ing of the Louisiana State Medical Society, May 
9, 1953, in New Orleans. 

+ From the Department of Obstetrics and Gyne- 
cology, The Tulane University of Louisiana, School 
of Medicine, and Department of Obstetrics Touro 
Infirmary, New Orleans, La. 


Placenta condition in 
which, due to the absence of the decidua 
basalis and intimate association of chorionic 
villi with myometrium, no line of cleavy- 
age exists between the placenta and uter- 
ine wall. Three 
l. Placenta 
which a 


accreta is a 


forms’ are described: 
accreta vera—eondition in 


very thin layer of decidua 
or none exists. 
2. Placenta inereta 


not 


condition in which 


only the decidua is scant or ab- 
sent, but also the chorionic villi pen- 
etrate deeply into the 


ae Place nta 


myometrium. 
condition in 


| : : sane 3 


norionic Vilil nave 


percere 


which the ¢ per- 


forated the uterine wall. 


These conditions may be foc partial, 
Or ¢ ymplete, much 


depending upon how 


of the placenta is involved in the patho 


logical process. 
ETIOLOGY 
7 


There is universal agreement that en 


dometrial trauma plays a major role in 


the subsequent development of placenta 


accreta. However, many other etiological 
factors have been considered. ' These are 


listed in Table 1. As will be shown in the 
rABLE 1 

ETIOLOGY OF PLACENTA ACCRETA 
Uterine Factors 

Trauma 


A. Absence of Decidua \. 


v a J r }; > 
( onge) al Anomalies 


Cesarian Section 


B. Diverticula, Uter- B. Caustic Agents 
ine C, Curettage 
C,. Endocrine: Defec- D. Hysterotomy 
tive Corpus Luteum E. Irradiation, Intra- 


uterine 
F. Manual Removal of 
Infection Placenta 
A. Endometritis 
Tumor 
Fibromyomata, 
mucous 


B. Pyometrium 
Sub- 


Placenta Factors 

Abnormal Location 
A. Cornual Implantation 
B. Previa 

Development Defect 
Membranacea 





* From McKeogh and D’Errico. 
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present study, an accurate past obstetri- 
cal history is the only aid in anticipation 
of this entity. 
PATHOLOGY 

There is an intimate fusion of the pla- 
centa and uterine wall. 
that line of demarca- 
found. Microscopically, the 
feature is partial or 


These two tissues 
are so adherent 
tion 


no 
can be 


prominent complete 


absence of the decidua basalis. It is the 
absence of the spongy layer of the deci- 
dua which gives rise to the clinical phe- 


nomena associated with this condition, 


since the normal separation of placenta 


takes place by a cleavage through the 
sponey layei 

In 12 ca reported by Irving and Her- 
tis the decidua vera was also carefull) 
examine nd found to be 1 mal in onl 
2 cast thus lea I autho} to as- 
sul the ov ray ni 
datio } ted ji 
fo. 
le 
"¢ 
rj 
] ( 
Fs yp 
I ( 

(Johns H 
Kraul l 20,000 Deliveri« 

(Vienna) 

DIAGNOSIS 
No symptoms have occurred frequently 


enough to be definitely associated with 
this condition. Several cases have been 
reported in which the patient experi- 


enced severe lower abdominal pain dur- 


ing gestation and McKeogh and D’Errico! 
believe that any patient with a retained 
placenta who has had a history of un- 
usual severe labor-like pains during ges- 


tation should be treated as a_ possible 
candidate for accreta. 
The diagnosis is made when there is 


retention of the placenta after a reason- 
find 
placenta and 
intra-uterine examination. 
differential 


failure to 
between 


able length of time with 


a line of cleavage 
uterine wall on 
The must. in- 
clude consideration of retained, separated 
(trapped) 


diagnosis 


placenta, or adherent placenta. 


In these conditions manual removal will 


successful. 
[IANAGEME}? 

Phe are considerable varlations in 
ited treatment of this condition. 

LOs1 itn e¢ o feel that hvstere¢ 
is | e treatment of choi \\ th ho 

( | remov: How- 

( have ared 

V rie I | Was 

nm ute ) pa 

, 
nt] el 
( nt is 
1 

y 0 

r1O} 
om- 

rily 
ed 
( { manual 
) I rtial 
cel yi h: is 
Sud l ( rol | hi in 
T t vie CO ) ( the 

r he creta Du oO! adjacent 
are where placental separation has ta- 
lace. Sinus remain open because 
fective uterine contractions are pre- 


vented by the retained 
In those cases in which profuse hemor- 


attends 


placenta. 
rhage manual removy- 
al, prompt blood replacement and hyster- 
ectomy should be carried out. However, 
if little bleeding is present, nothing is lost 
by temporizing if the attendant is 


attempted 


ade- 
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quately prepared for blood replacement 
and surgical intervention in the event of 
sudden bleeding. 

Greenhill * states that, in spite of 14 
cases in which the placenta was aliowed 
to remain and all the women survived; he 
recommends abdominal 
the treatment -of 
hand McKeogh 
plea for 


cases, (6 


hysterectomy as 
choice. On the other 
and D’Errico! make a 
conservatism. In reporting 13 
confirmed by microscopic ex- 
amination) they treated 9 of these con- 
servatively with no mortality. 
Hertig? concluded that manual 
of the adherent placenta is 
dangerous and that 


Irving and 
extraction 
extremely 
supravaginal hyster- 
ectomy with no attempt at manual re- 
moval produces excellent results. Muir‘ 
reports a case in which the placenta was 
allowed to remain the patient 
had a pregnancy 


and sub- 


sequently normal and 


placenta. 
MATERIALS 
ar® presented 18 


Herewith cases of 


placenta accreta. Fifteen of these were 
confirmed by histological examination. 
These cases were taken from the files of 


Charity Hospital of Louisiana, and Touro 
Infirmary, both in New Orleans, from a 
period of 15 years (1937-1953). 
dence (Table 3) in 117,317 
Charity Hospital was 1 in 
combined with the incidence of 1 


at Touro (27,273 deliveries) 


The inci- 
deliveries at 
8,379. This 
in 6,818 


presented a 


combined incidence of 1 in 8,032 in 144,- 
590 deliveries. 
TABLE 3 
INCIDENCE 
Total Placenta 
Deliveries Accreta Rate Per Cent 
Charity Hospital 117,317 14 1-8,379 012 
Touro Infirmary 27,273 { 1-6,818  .015 
TOTAI 144,590 18 1-8,032 012 
The average age was 30, the youngest 
t and oldest 40 (Table 4). All except 


were multiparous. Eleven were at term, 
3 past the thirty-second week and 4 un- 
der thirty-two weeks’ gestation. The ear- 
‘iest gestation was ten weeks. 
Endometrial trauma was apparent in 
10 women, manual removal of the pla- 


9 
9 
9 


centa performed in previous pregnancies 


in 3 and in all but 6, some predisposing 
cause was present. 


TABLE 4 
PREDISPOSING CAUSES 


ee 

a wn 

2 Yd 
= 2 2 

>» $3 0 

n v B u ¢< - 

3 ° to oe] o ae 

UA < vy os = 

1 24 i 32 None found 

4 +) | 10 Postpartal hemorrhage and 
dilatations and curettage 
last pregnancy. 

*3 26 o 10 None found 

4 26 il 40 Uterine fibroids , 

\ 

5 36 ll 42 12 abortions \ 

6 34 ra) 28 Uterine fibroids 

7 25 Vii 10 Dilatation and curettage 

8 26 i 41 Postpartal morbidity fol- 
lowing 1st delivery. 

9 27 ii 10 Adherent placenta with 
morbidity on both previ- 
ous deliveries. 

10 10) Viii 38 Uterine fibroids—3 dilata- 
tions and curettages. 

11 29 iv 41 None found 

12 0 xii 31 Endometritis after 2 previ- 
ous deliveries, manual re- 
moval placenta after last 
delivery. 

13 24 \ 39 None found 

14 0) vi 39 None found 

15 32 i 28 Dilatation and curettage 

16 5 ili 36 Uterine fibroids dilata- 
tion and curettage. 

17 3 iii 40 Manual removal placenta 
after 2 previous deliver- 
ies. 

18 35 viii 40 None found 


*' Treated conservatively. 
, Maternal deaths. 


CLINICAL COURSE 

There were 11 spontaneous deliveries, 
2 forceps deliveries, 2 breech extractions, 
2 cesarean sections and 1 abortion (Table 
5). Postpartal hemorrhage occurred in 11 
of the 18 cases (61 per cent). Attempted 
manual removal was performed in 13. In 
3, partial removal was sufficient and in 
10 of these hysterectomy was considered 
necessary. There were 14 hysterectomies 
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TABLE 5 


Delivery Postpar Extent of Microscopie 


Case type tum Hem- Disease Confirmation 
orrhage 
1 Forceps 0 Complete Increta 
2 Spont. +" Partial Accreta 
myometrial 
endometrio- 
sis 
Spont. 0 Partial 
4 Spont. 0 Partial Accreta 
5 Cesarian s. 0 Complete Accreta 
6 Breech Partial Accreta 
7 Spont. Partial Accret’ 
Abortion 
8 Forceps Complete Accreta 


9 Spont. Partial Accreta 


10 Spont. Complete Accreta 
11 Spont. Partial Accreta 
12 Spont. 0 Partial Accreta 
Spont Partial Increta 
*14 Spont. 0 Partial 
15 Spont. Complete Accreta 
16 Cesarian S. 0 Complete Accreta 
17 Breech Partial Accreta 


18 Spont. Partial 


* Treated 
Maternal Deaths. 


Conservatively. 


performed in all, 2 of which were of th 
total type. In 3 no attempt 
remove the placenta, in 2 a curettement 
preceded the hysterectomy. 

There was 1 instance of placenta prae- 


was made 19 


via accreta. 

There were 16 live births, 1 premature 
stillborn and one 10 weeks’ abortion. The 
uncorrected morbidity in the mothers was 
55 per cent (100.4° twice in twenty-four 
hours). (Fig. 1). 

Two mothers died, a mortality rate of 
11.1 per cent. One death, Case No. 12 


CLINICAL COURSE 


~ Associated 


Fetal Placental 
Results Abnormal- Management 
ities 
Live 0 Attempted manual removal- 
subtotal hysterectomy 
Live 0 Uterine packing x 2 D & C— 
subtotal hysterectomy 
Live 0 Partial manual removal 
Live 0 Attempted manual removal x 
2—subtotal hysterectomy 
Live 0 Subtotal hysterectomy 
Live 0 Partial manual removal—sub- 
total hysterectomy 
0 D & C x 2—subtotal hysterec- 
tomy 
Live 0 Attempted manual removal 
subtotal hysterectomy 
Live 0 Partial manual removal—total 
hysterectomy 
Live 0 Attempted manual removal— 
subtotal hysterectomy 
Live 0 Attempted manual removal— 
total hysterectomy 
Live 0 Attempted manual removal. 
Pt. expired under anesthesia 
Live 0 Subtotal hysterectomy. Ex- 
pired. Shock. 
Live 0 Partial manual removal 
S. B. 0 Attempted manual removal— 
Prem. subtotal hysterectomy 
Live Placenta Total hysterectomy 
Praevia 
Live 0 Attempted manual remova]l— 
subtotal hysterectomy 
Live 0 Partial manual removal 


(Tulane), exemplifies two important con- 
siderations; the predisposing causes and 
he hazard of overzealous attempts at 
manual removal of the placenta. This 30 
year old negress, para xii, gravida xii 
was admitted with a very significant past 
obstetrical history. She had developed 
endometritis after 2 of her previous de- 
liveries and following the birth of her 
last baby a retained adherent placenta was 
removed manually. 

She was delivered spontaneously by one 
of the internes following which the pla- 
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50, 86.8% 
} 
go RESULTS: 18 CASES 
) 


centa failed to thirt 


separate. After a 


minute interval she was seen by both the 
resid and staff at which time it w: 
planned to explore the uterine cavity uw 
der deep anesthesia. During this proc 
ures in which more tl erage 
Vi em! ved i eT ) » ¢ ( 1 l 
O r the ! en ( ( 
Aut pre 
( 
( 
( 
Phi ( No. 13 (1 
n ) in ra | 
n . 
ne a 
I ( in } ) 
) ble ( { 

u imme MAO 
\ ) x 1) ‘ { i.) 

\ n anest 
! esia) and examined. On 
ule ne explol l a iarge porti n ¢ 
pla { e was easily removed. | ul 
the exploration revealed ‘fa small pi 
of adherent placenta which bled rather 
fr removal was attempted.” Im- 


meciate hvstere 
patient 


tomy was then performed 
and 
following The 
death attributed to ir- 
reversible shock due to profound hemor- 


but the remained in shock 


died two hours surgery. 


cause of her was 
rhage, anemia, and spinal anesthesia. The 
pathological report on the uterus revealed 
placenta increta. 

There was microscopic confirmation in 


presence of 


McLAURIN 


years, 





Placenta Accreta 





15 of the :8 cases. In 3, in which the 
condition was treated conservatively, the 
clinical impression was all that could be 
relied on for a diagnosis. 
CASE REPORTS 
typical examples of 
conservative ‘management 
No. 6—V. S., No. 


primipara, 28 weeks. 


Two radical and 
are presented: 
T-44-147715, age 34 


Had been treated earli- 


1. Case 


er in her threatened abortion 
fibroids. Patient was delivered in the 
tal on July 27, 1949, 


viable premature 


pregnancy for 


and 
uterine hospi- 
(by breech extraction) of a 
infant. 
and thirty 


bleed 


The placenta failed to 


separate, minutes following delivery she 


began to profusely. The loss was approxi- 


mated at 1500 to 2000 ec. Her blood pressure began 


to fall and the pulse rate increased. Transfusion 
a mmediately begun and examinati nae 
anest reveale a pe ( oO e pla t oD 
mly attached to the 1 ter ~ \ 
( ‘ oO 1 | | 
I the ct a L¢ 
ad t = } ] 
eC To | 
t ) 
eitrat 
{ 1 
' 
( 
| 
\ 
a } 
) ral 
IM, ar 
| f leedil 
5 tel ‘ 
l I ‘ 
n pis t ! ( ) ) m 
| with ¢ d ble | 
t OllOW { 1 ¢ at " 
ea I | pl enta to pal ) 
rated and lying free inside the internal os. This 


removed 


vithout difficulty. About 25 per cent 
of the placenta however, was firmly attached to 


the poste rior surface of the lower uterine s« 
This 


attempts at 


»ment. 
could not be removed manually. No further 
The 
The patient had 
an uneventful, afebrile postpartal course, 


removal were made. uterus con- 
tracted well and bleeding ceased. 
and was 


discharged on the ninth postpartal day. 


DISCUSSION 


In the light of our present experiences, 
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it is difficult to become dogmatic and 
draw any set rule to govern management 
of the third stage of labor when placental 
delivery does not occur or assumes an ab- 
normal pattern. With 
use of ergonovine or 


the present day 
methergine with de- 
livery of the anterior shoulder, placental 
delivery usually occurs within 
utes of birth of the baby. 
happen 


five min- 
If this does not 
number of 
causes might be responsible. 


then a natural 
An oversized 
placenta, (twins, extra large baby, or in 
fetal hydrops) may simply be trapped be- 
bulk. 

uterus, in 


contraction 


very 


cause of its Again, the lower seg- 
the 


- 
alsO 


ment of the particular, 
physiclogical 


trap a 


ring, might 


normal sized placenta. In either 


Chonan eg s16¢ « on . 99 ’ es... . 9 
case manual assistance” 01 spooning 
‘ ae } ‘ 7 . . ae +1 
the placenta from the vagina or from tne 
, ] — : 17 
ce ] May ve necessary :; i i usual! 
: 1] ; ; 
sim] and 1 n less tra than 
1 | Cred m euver. 
, | 
i ( { if ( I 
( | a ( 
, 
cervix oO | mit | } er 
¢ ( ii e 
ry 
i 
a { t 
) eC] 
f ] Li] ] 
Pe} ) ‘ 1 
’ | | 
s le arao l ‘ | tC] 1 < 
j 
i 
foun 
' 
Ck ] I¢ Ve a i I 5 ine 
) now i oO ¢ mpie ot a 
{ lant . mm | { 
mat Gea! LiOiT iil emovoius al- 
ae :' f ‘aumatic removal 
( { Cia ( Lraumatht NOVaL. 
ine past periormance or the patient 1n 


previous pregnancies, especially where 


previous removal of the placenta was nec- 


essary, is one of the most prominent pre- 
This, plus 


any type of previous endometrial trauma, 


disposing etiological factors. 
shculd suggest placenta accreta whenever 
the history and the third stage of labor 
are abnormal. 


Placenta 
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SUMMARY 
1. Eighteen cases of placenta accreta 
are presented. These were collected 
from 144,590 deliveries in 15 years, 
an occurrence of 1 in 8,032 or .012 
per cent. 


bo 


Histological proof was available in 
15 patients. In 3 partial manual re- 
moval of the firmly adhered placenta 
was Clinical impression 
was that these were partial placenta 


accretae. 


possible. 


3. There were 12 placenta accretae, 2 
incretae and 1 


praevia accreta. 


placenta placenta 


1. The average age was 30 


years. Six- 
teen were multiparas, 11 at term, 
and one 10 weeks’ abortion. 

5. The predisposing cause was endo- 
metrial trauma in 10, previous man- 
ual removal of placenta in and 
in 6 no etiological cause wa und. 

( i were treated col Va- 

( Wit ( \t pted man- 
\ removal oi placenta nsuc- 
( ] | ine} were |] er- 
i if 
l ( )} ( 
ee. 2 | re- 
( t] i¢ ol 
pres 1s 
it rate 
L1.1 pe ent. Both « ma- 
al co pre- 
ntable 
] enta at ( ] H € su ( r1¢ 
complication. Its presence ma be antici- 
pe ed by past obstetric history, part cular- 
ly that .of endometrial trauma and _ pre- 


vious adherent placenta. If recognized by 


careivl, l attempt 
1 under ideal conditions, 
blood operating room 
immediately available), total hysterectomy 


is the method of 


at manual remova 
(anesthesia, and 
choice to insure the best 
the mother. 
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COMMON COMPLAINTS 
OF PREGNANCY AND 
METHODS OF TREATMENT 
MAX M. MILLER, M. D. 
FRANCIS A. SEWELL, M. D. 
LAKE CHARLES 
It is felt that this subject is of impor- 
tance to those who practice obstetrics. It 
has usually been segregated to a minority 
role as far as the patient is concerned. 
The busy practicing obstetrician or gene- 
ral practitioner is apt to think only of the 
objective signs occuring in his patient, 
which are important as far as the manage- 
ment of the mother and the fetus are 
concerned, and which have a bearing on 
the successful termination of a pregnancy. 
However, the mother often has numerous 
complaints, many of which are subjective. 
These may have no bearing whatsoever ,on 
the outcome of her pregnancy, but cause 
the patient discomfort and symptoms dur- 
ing her pregnancy. These symptoms may 
be looked upon by the patient as being 
very important, and it is important that 
the practitioner also treat these symptoms 
with a relative degree of concern. If these 
are minimized, the patient feels that her 
physician is not interested in her case 
and loses confidence in her physician. A\l- 
though we do not agree wholeheartedly 
with the concept of Grantly Dick Read, it 
is well known that fear and apprehension 
play an important part in the outcome of 
a normal uterine pregnancy. 
NAUSEA AND VOMITING 

Perhaps the most common complaint of 
pregnancy which is found in the largest 
number of women is that of nausea and 
vomiting of pregnancy. This is thought to 
occur to some degree in at least 50 per 


* Presented at the Seventy-third Annual Meet- 
ing of the Louisiana State Medical Society, May 9, 
1953, in New Orleans. 


cent of all women who are pregnant. These 
patients have either some nausea or some 
vomiting or both. Our method of treat- 
ment for this disorder, which we find 
highly successful, is the use of a high 
carbohydrate diet in which the patient 
omits the three meals a day and eats 
small frequent feedings usually every hour 
or two and oftentimes eats before arising 
in the morning. If the patient vomits aft- 
er eating, she should eat again. This rou- 
tine should be accompanied by a maximum 
amount of rest and quiet. These patients 
are also often put on barbiturates and 
bromides as a mild sedative. If no results 
are obtained from this routine, the next 
step is to try the amphetamine sulfate de- 
rivatives. We have had relatively good re- 
sults from these drugs. If there is still 
no improvement in the patient, she is then 
given 100 mgs. of vitamin B:, intramus- 
cularly, and 100 mgs. of vitamin Be, in- 
travenously. These injections should be 
given as often as the patient finds it nec- 
essary. Very few patients require further 
treatment. Occasionally, but very seldom, 
is it necessary to hospitalize a patient and 
treat them with infusions of glucose, sa- 
line, and other intravenous medications. 
PICA 

Pica or a perverted appetite, a desire 
for one specific peculiar food, is rather 
rare. There is no specific treatment for 
this and the patients are allowed to ful- 
fill their abnormal dietary desires and 
usually recover from the condition within 
the first trimester. 

HEARTBURN AND BELCHING 

Heartburns and belching are often com- 
mon symptoms of pregnancy, also associ- 
ated with mild nausea and _ vomiting. 
During early pregnancy, this may be con- 
trolled by small doses of sodium bicar- 
bonate, milk of magnesia, soda mints, or 
the usual anti-acid medication. Small 
quantities of milk and cream are also of 
value except in cases in which the heart- 
burn is due to biliary disturbances. Dur- 
ing late pregnancy, the anti-acid medica- 
tions are of value, but care should be 
taken to see that no drug containing so- 
dium should be administered in large 
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quantities. We have had excellent results 
from using progstimine bromide tablets, 
15 mgms., 1 tablet 3 times a day, particu- 
larly in the latter part of pregnancy at 
which time the heartburn seems to be due 
to distention and lack of motility of the 
gastrointestinal tract. 
PTYALISM 

Ptyalism or excess salivation is not seen 
very often, fortunately. We have not 
found any medication which relieves this 
to any extent. Atropine has been advocat- 
ed, but we have had very poor results 
with this drug. Most of these patients 
continue to expectorate until the condition 
clears spontaneously. This can be a most 
disturbing symptom as far as the patient 


is concerned and no satisfactory treat- 
ment has been found at this time. 
CONSTIPATION 
Constipation is a very common bowel 


symptom throughout a normal pregnancy. 
Diarrhea is mentioned occasionally, but 
is seldom seen in obstetrical patients. In 
the treatment of constipation, it is felt 
that the following routine is of value. 
First, the patient should have a large or 
excessive fluid intake. Secondly, attempts 
should be made to control the constipation 
by dietary measures such as large quanti- 
ties of bulky foods, fruits, and vegetables, 
and particularly, figs, prunes, prune juice, 
and dates. If no results are obtained from 
this attempt to regulate the bowel nor- 
mally, medications such as mineral oil, 
milk of magnesia, and cascara sagrada 
can be used. The use of enemas should be 
mentioned only in passing and should be 
used as a last resort. Bowel habits, of 
course, play an important part in the 
treatment of this condition. Exercise is 
found to be of value. In cases in which 
the chief complaint is diarrhea, a_ stool 
specimen should be checked for the pres- 
ence of ameba and other intestinal para- 
sites. Diarrhea usually responds to diets 
which are high in apple, banana, and tea. 
Kaopectate may be used for cases which 
diet will not control. Milk of bismuth and 
paregoric can be used in the more severe 
cases. 


HEMORRHOIDS 

Hemorrhoids are found to be more com- 
mon in the multipara and usually in wo- 
men who have constipation. The two pri- 
mary symptoms of the hemorrhoids may 
be bleeding and/or pain. These are best 
treated by keeping the stool soft, by 
means of the proper diet, or if this is dif- 
ficult, the use of small daily doses of min- 
eral oil is of value. Painful or edematous 
hemorrhoids may be replaced in the rec- 
tum by digital examination. Thrombosed 
hemorrhoids oftentimes may be so pain- 
ful that the clot must be removed. This 
“an usually be done in the office. The 
pain can very often be relieved by using 
one of the many proprietary anesthetic 
rectal suppositories. 

URINARY SYMPTOMS 

Urinary symptoms, which usually con- 
sist primarily of frequency of urination, 
are not uncommon. A _ urine specimen 
should be checked to rule out the presence 
of any urinary infection. If any infection 
is found, it should be treated with the ap- 
propriate medication. However, if the 
urine is found to be negative, this fre- 
quency which is usually due to bladder 
pressure from the uterus may be relieved 
by small doses of sedatives such as bro- 
mides or barbiturates and/or small doses 
of tincture of hyoscyamus. We have had 
good results with this procedure. 

BACKACHE 

Backache is another one of the common 
complaints found during pregnancy. This 
may be relieved in many ways. It is often 
due to pressure of the uterus upon the 
pelvic floor and from the changes in pos- 
ture. In severe cases we have found that 
a maternity corset is often of great value. 
The wearing of low heeled shoes, which 
improves the posture, and rubber heels, 
which minimize the jarring when walking, 
are also very helpful. Adhesive strapping 
to the back may help some patients tem- 
porarily. The use of heating pads and 
salicylates is also of value. In the recent 
years we have found that the exercises as 
prescribed by the so-called natural child 
birth advocates have been of a great deal 
of value in the relieving of the backache 
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in many prenatal patients. In early preg- 
nancy and the uterus has risen 
above the brim of the pelvis, the use of a 
pessary particularly in cases of retrover- 
sion will be of a great deal of value. 
PELVIC PR 
pressure, which in 


before 


SSURI 
Pelvic contrast to 
backache, is a feeling of heaviness low in 
the pelvis and not in the specific area, is 
the 
use of a Smith-Hodge pessary, particularly 
when 


often relieved in early pregnancy by 


the uterus is 
the 
tion of the feet above the head, and a min- 


Later in 


exercise, 


retroverted. 


pregnanc\ knee chest eleva- 
imum amount of upright 
found to be of The use of re: 


ing clothing, particularly around the legs 


position are 


value. trict 


and waist, should be condemned if the pa 
tient has these signs of pelvic pressure. 
After al the fourth or fifth onth, th 
use of mate orset will al 

| } 
preg 
+) | ) 

] 

"1 
Mai ( 
hedtime ] nd no « medica- 
{ eed b ken during the da 

\ are common findings dur- 
ins onan l found much more 
often in multipara. They occur generally 
in the legs, thighs, and often around the 
vulva. For the prevention and the relief 
of these varicosities the patient should be 
advised that whenever it is possible to sit 


standing that should be 


If they can lie down instead of sit- 


down instead of 
cone. 
ting that is preferable, and if they can lie 
down and the feet 
that is much better yet. 


horizontally elevate 


above the head 


The use of Ace bandages and elastic stock- 
ings definitely give a great deal of relief 
to many patients. The patient should also 
be instructed not to wear any restricting 
clothing such as garters, tight belts, ete. 
This restricting clothing will inerease the 
venous 
tuate 


constricting pressure and accen- 
the varicosities. Most varicosities 
improve after pregnancy when the pelvic 
pressure of the uterus is relieved, but sel- 
dom return to their normal condition. 

MDEMA 

swelling of the 
face are seen in a 


Edema or 
hands, or 


legs, 


feet, 
great many 
patients. When this symptom presents it- 
elf, one should suspect toxemia but if no 


other si toxemia are 


treated symptomatically. 


yns or 


symptoms of 
found it may be 


is usually found to be worse during hot 


ather. We have had good results it 
eating these patients with low salt diet 
on of fluids, and ammonium chlo 
le, doses of 1 gram, four times a day 
ill often return the water balance 
) a ta i | 
ve Ve ] 
; » of % 
. I Of preg! 
! 1 is ¢ ( 
t. ( 
i: % i i 
( patient th: 
n most ]} itic nts i ] i 
in s e tt S‘ may re 
same. Thi ill usually satis! 1e | 
curiosi 1d they will go 
ne mucn we l 
LheA 


Leucorrhea is another common com 
laint that usually occurs more in the mid 
An 


discharge is 


die and third trimester. increased 


amount of vaginal normal 


throughout pregnancy. However, one must 
rule out the possibility of trichomonas or 
infection. There is little 
to treat the leucorrhea or the vaginal dis- 


moniliasis need 
charge unless it is causing 
which the patient 
Routine douches are not advocated. 


symptoms 
uncomfortable. 
When 


make 


trichomonas infections are found they 
treated with floraquin suppositories, 


are 
and 
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proprion jel is found to be very effective 
in the treatment of moniliasis. 
BREAST SYMPTOMS 

Breast symptoms such as pain, fullness, 
and tenderness, are also often found. 
These usually occur in the first trimester. 
They may be relieved by wearing a satis- 
factory and well fitted brassiere. Massage 
using either olive oil, cocoa butter, or baby 
oil is found to relieve some of the pain 
and Inverted 
wishes to feed her 
baby should be treated by drawing them 


tenderness. nipples in the 


patient who breast 


out manually, by the use of a breast pump, 


or by suction cups during the prenatal 
period. 
STRIA GRAVIDARUM 
Complaints related to the abdomen such 
as the formation of stria gravidarum are 
Very little is 


this 


also common. known to be 


However, the 
wearing of a well fitted maternity 


mays » of value. 


done about condition. 
corset 
Massage of the abdomen 
with olive oil, cocoa butter, or even bab) 
oil, has been advocated, but it is our opin- 
ion that this does very little good in the 
prevention of stria. 
FAINTING AND DIZZINESS 

Fainting and dizzy spells are common 
throughout all three trimesters. The pa- 
tient should be checked to be sure that this 
is not hema- 
Hypotension is also 


a common cause. These symptoms are oft- 


due to anemia, and if so, a 
tinic should be given. 


en relieved by an increase in the amount 
of rest particularly during the daytime 
hours and the use of some mild stimulant 
such as small doses of ephedrine or 
phetamine derivatives. 

NOSI 


am- 


BLEED 
Nose bleed during pregnancy is usually 
of little importance although it seems to 
occur more often than normal. It is best 
treated by reassuring the patient, and in 
order to stop the bleeding, pressure to the 
nose along with cold compresses is found 
to be of value. 
HEADACHE 
Headache is a very common complaint 
throughout pregnancy particularly in the 
last trimester. This should be accepted as 
a sign or symptom of toxemia of preg- 


small doses of barbiturate 


nancy and other signs of this condition 
should be looked for and toxemia ruled out 
if at all possible. However, most of the 
that occur during pregnancy 
tension and are treated best 
with salicylates, limiting fluids, a low salt 
diet, and ammonium Bed rest 
and sedation found to be 
of value. derivatives in 


headaches 
are due to 
chloride. 
have also been 
The use of ergot 
the treatment of these headaches is to be 


condemned during pregnancy. 


INSOMNIA 
Insomnia is not at all 


ing 
1 


uncommon dur- 
pregnancy and is usually more severe 
the last which 
fetal movements are marked and the 


during trimester at time 


uter- 


us is irritable. This may be relieved by a 
hot bath before bedtime and possibly a 
bedtime snack of food. Alcoholic bever- 


ages sometimes act as sedatives and help 


the patient to sleep more 


This 
com) laint is readily relieved by the use of 


easily. 


edation such as bromides and 
This is one of 
the more easily satisfactorily treated com- 
mon complaints. 

Palpitation of the heart is seldom of any 
marked importance and is treated by re- 
assurance of the patient and belittling the 
importance of symptoms. 
of value. In meta- 
bolic rate is exceptionally high, and it is 
usually above 


Sedation is also 
a few cases if a basal 
normal during pregnancy, 
Lugol’s solution may be of value in con- 
trolling this symptom. 
FEAR 

Last and _ probably most important 
among the common complaints of preg- 
nancy is apprehension, or fear. Most of 
the mentioned symptoms occur in 
many people who are not pregnant and 
seldom cause them any worry or discom- 
fort. However, in the pregnant woman 
these symptoms are exaggerated and it is 
felt that apprehension or fear is the un- 
derlying cause for the magnification of 
these symptoms. This has even been car- 
ried to the extreme where patients come 
into the office and when asked if they had 
any complaints would answer “I have no 
complaints. I feel fine. Therefore, some- 


above 
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thing must be wrong.” This is usually a 
direct result of the so-called bridge table 
obstetrics in which the young primipara is 
scared to death listening to the terrifying 
experiences that have been related by her 
well meaning friends at the table. Allay- 
ing this fear and apprehension by reas- 
surance and confidence is our greatest 
aid in minimizing the common complaints 
of pregnancy. The patient who approach- 
es her future delivery without fear and 
with confidence in her physician seldom 
has many of these troublesome, bother- 
some complaints which have been dis- 
cussed above. 
CONCLUSION 

In conclusion, I would like to remind all 
of you to please be cognizant of the fact 
that these symptoms which have been 
discussed, although they may be trivial 
to us, are of importance to the patient, 
and a great deal of good can be done by 
spending a little time reassuring the pa- 
tient, allaying the apprehension, and treat- 
ing these minor complaints even though 
it may be symptomatic in manner. 
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CARCINOMA IN SITU; 

100 CONSECUTIVE CASES OBSERVED 
OVER A THIRTEEN YEAR PERIOD* 


LEWIS 8S. ROBINSON, M. D. 
LLOYD A. HORNBUCKLE, M. D. 


SHREVEPORT 

So called preinvasive, intraepithelial, or 
in situ carcinoma is a subject which has 
produced considerable controversy as to 
diagnosis and treatment. We wish to 
present 100 consecutive cases of carci- 
noma in situ encountered at Confederate 
Memorial Hospital over a period of thir- 
teen years and some of the associated 
problems in diagnosis and treatment of 
this disease. The diagnosis was made on 
a single biopsy or surgical specimen in 
each case. Hence, the pitfalls of a single 
biopsy diagnosis will become evident. 

Carcinoma in situ of the cervix may be 


* Presented at the Seventy-third Annual Meet- 
ing of the Louisiana State Medical Society, May 9, 
1953, in New Orleans. 

From the Department of Obstetrics and Gyne- 
cology, Confederate Memorial Hospital, Shreve- 
port, Louisiana. 


defined as a lesion of the cervix showing 
all the characteristics of carcinoma but 
which has not yet penetrated the basalar 
membrane. (Figure 1) In this institution 
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Figure 1 
glandular extension is included under the 
diagnosis of carcinoma in situ and is not 
regarded as invasion. This is the most 
common consensus of opinion over the 
country but not universally accepted. (Fig- 
ure 2) 








Figure 2 
Carcinoma in situ is thought to be the 
precursor of invasive carcinoma but for 
some reason it has not yet developed the 
ability to penetrate the basement mem- 


brane. According to Hertig and Young 
evidence favoring this concept is that it 
occurs with about the same frequency as 
carcinoma of the cervix; it usually occurs 
in younger women and, like carcinoma of 
the cervix, is less frequent in Jewish wo- 
men; vaginal smears show malignant cells, 
and carcinoma in situ stains like carci- 
noma of the cervix, histologically looks 
like carcinoma of the cervix, and has a 
similar light spectrum. Too, they cite 40 
cases of carcinoma in situ which have 
been followed from eleven months to thir- 
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teen years and have developed carcinoma 
of the cervix. 

This has occurred three times in this 
hospital. The slides on one case showed 
the initial lesion in 1942, and the final 
lesion in 1949. (Figures 3 and 4) This pa- 





Figure 4 


tient was treated in 1942 by electroconiza- 
tion of the cervix and bilateral salpingo- 
oophorectomy and subtotal hysterectomy. 
After recurrence in 1949, she was treated 
with x-ray and radium and was still free 
of disease two years later. 

In this series there were 33 white pa- 
tients and 67 Negro patients. The average 
age was 41.2 years; the youngest 20 years 
of age and the oldest 88 years of age. 
Parity and infection have been linked 
with carcinoma of the cervix. In this 
series 97 per cent have had one or more 
pregnancies or evidence of salpingitis. 

Carcinoma in situ is now being diag- 
nosed more frequently due to the inte- 
grated residency program, organized 
gynecologic and tumor clinics, and more 
frequent routine pelvic examinations on 
other services. The lesion was diagnosed 


in this institution only 20 times in the 

nine year period from 1939 to 1948, and 

80 times in the four and one-half year 

period from 1948 to the present. 
DIAGNOSIS 

Carcinoma in situ produces a minimum 
of symptoms and cannot be detected 
grossly as it is a histological diagnosis. 
Therefore, it is important that lesions of 
the cervix be biopsied to determine the 
diagnosis prior to treatment. The presence 
of carcinoma in situ in a biopsy indicates 
that the lesion is either noninvasive or 
that it has been removed from the peri- 
phery of an invasive carcinoma. There- 
fore, the full extent of the disease must 
be determined in patients having a biopsy 
diagnosis of carcinoma in situ of the cer- 
vix. We subject the patients, if not preg- 
nant, to an examination under anesthesia, 
knife conization of the cervix, endocervi- 
cal curettage, and diagnostic D & C. If 
pregnant, repeat biopsies are made or a 
superficial knife conization of the cervix 
is done. This type of study will usually 
reveal whether the lesion is confined to 
the surface epithelium, has glandular ex- 
tension, superficial invasion, or is frank 
carcinoma of the cervix. In these cases 
1 had frank invasive carcinoma and 3 
had superficial invasion. 

Forty three cases after biopsy were 
subjected to knife conization and then 
hysterectomy. In 11 cases the cone was 
negative for carcinoma in situ and the 
cervix as well. In 2 cases the cone was 
negative and the surgical specimen was 
positive for carcinoma in situ. In 22 cases 
the cone was positive for carcinoma in situ 
and the cervix was negative. In 8 cases 
the cone and cervix were both positive 
for carcinoma in situ. From these non- 
therapeutic knife cones one sees that 
biopsy or conization removed the entire 
lesion in 33 cases and failed to do so in 
10 patients. 

TREATMENT 

Treatment has varied through the years. 
The earlier cases were treated by coniza- 
tion. From 1942 to 1948, all cases were 
treated with x-ray and radium. From 
1948 to 1951, most of the cases were treat- 
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ed by hysterectomy, or cervicectomy in pa- 
tients having had previous subtotal hyster- 
ectomy, but a few still received x-ray and 
radium. Since 1950, nearly all have been 
tieated by simple total hysterectomy with 
excision of about a centimeter cuff of 
Vagina and preservation or removal of one 
or both the patients’ 

condition of the adnexae. We be- 
that preserv- 


OVarlan 


adnexae based on 
age and 
lieve the same standards in 
ing function in carcinoma in situ 
of the cervix should be observed as would 
be used in treating benign lesions of the 
uterus. 


Of two cases treated only by conization, 
carcinoma 
the 


le- 


one later developed invasive 
followed. In 


series of 18 


and the other 


x-ray—radium 


Was not 
Cases, l 


veloped invasive carcinoma and died; 1 


expired of lymphoma; 9 cases are free of 


disease; and the rest cannot be followed. 
In a group of 63 cases treated by surgery 
there have been no recurrences, but 2 
did die of unassociated malignancies. 
Fourteen cases either refused all treat- 
ment or started treatment and then de- 
serted the hospital. Five received incom- 
plete x-ray treatment and 9 refused any 
therapy, but 3 of these 14 had been sub- 


jected to knife conization prior to refus- 


ing hysterectomy. In these 3 cases there 
were 2 negative cones and 1 cone was 
positive for carcinoma in situ. Of the 9 
who refused therapy, 1 has subsequently 
returned and died of carcinoma of the 
cervix. One case being followed at pres- 


ent has been treated conservatively as she 
is 89 age 
risk. 


years of and a poor operative 


Treatment of carcinoma in situ varies 
from sharp conization or cauterization, in 
cases involving only the surface epithelium 
and not the cervical glands, to radical 
hysterectomy with or without pelvic 
lymphadenectomy. At present, the most 
common practice is to cauterize or cone 
the cervix if the lesion involves only the 
surface epithelium and the patient is 
young and desires children, and to do a 
total hysterectomy with removal of 1 
centimeter of vagina in other cases after 





Situ 
invasive carcinoma has been ruled out. 
Where cases are treated conservatively to 
preserve childbearing function careful 
foilow-up is essential, and surgery is indi- 
cated if there is evidence of recurrence 
or lack of regression of the lesion. 
ASSOCIATED PATILOLOGY 

Neoplastic hyperplastic lesions 
found in addition to carcinoma in situ of 
the cervix were 


and 


3 cases of superficial in- 
vasive carcinoma of the cervix; 1 of frank 
carcinoma of the cervix; 1 leukoplakia of 
the cervix; 1 sarcoma of the uterus; 1 
anthoma of the 
myosis; 14 cases of 
olipoma; 5 cystic 
of the endometrium; 1 

malignant 


adenoat adeno- 


leiomy- 


uterus; 1 
myomata; 1 
cases of hyperplasia 
placental polyp; 
ovarian tumors; 2. benign 
ovarian tumors; 2 cases of endometriosis; 
| mphoma; and 8 cases of pregnancy. 
noted that if a definite diagnosis had 
established, 1 
of the cervix and 3 superficially invasive 
would 
had not been done, 2 
malignancies would have 
missed before hysterectomy, and if hyster- 


not been frank carcinoma 


carcinomas have been missed, If 


a D&C 


corporeal 


cases of 


been 


ectomy had not been performed, 2 ad- 
nexal malignancies would have been 
missed. 


Ten of our patients were pregnant or 
had recently been pregnant. This group 
must be considered separately because in 
pregnancy the cervix will not infrequently 
show anaplastic changes indistinguishable 
from carcinoma in situ that usually re- 
gress after pregnancy. Two of these pa- 
tients were two and five months post- 
partum and both were treated by hyster- 
ectomy; the patient five months postpar- 
tum had a placental polyp in her uterus. 
Two patients were aborting on admission; 
one was treated by incomplete x-ray ther- 
apy and the other by hysterectomy. One 
patient had a diagnosis of carcinoma in 
situ before pregnancy and superimposed 
a pregnancy; then aborted. She is being 
followed and a cone specimen is negative 
for carcinoma. Five patients had intact 


uterine pregnancies; 2 were treated by 
hysterectomy. 


The other 3 were carried 
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through their pregnancy and all had neg- 
ative biopsies during the postpartum pe- 
riod. One of these patients has subse- 
quently become pregnant, redeveloped the 
picture of carcinoma in situ, delivered at 
term and has again had negative biopsies 
in the postpartum period. Figures 5 and 6 
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Figure 6 


show sections from her cervix during the 
first and second pregnancies. 

Any intelligent cooperative patient with- 
out cancerphobia in the childbearing age 
whose lesion is confined to the surface 
epithelium and who desires more chil- 
dren can be treated by knife conization 
and followed at regular intervals of two 
to three months with examination of the 
cervix, Papanicolaou stains, or biopsy, as 
indicated, until her family is complete or 
the lesion recurs and proves to be nonre- 
gressive. Carcinoma in situ during preg- 
nancy should be regarded as benign after 
repeat biopsies or superficial conization 
confirms the biopsy diagnosis. If the 
lesion persists into the postpartum period 
one should be safe in observing the lesion 
at least six months before resorting to 


radical therapy, unless the lesion appears 
to be progressing. 
SUMMARY 

One hundred consecutive cases of car- 
cinoma in situ are presented. A simple 
method for determining the extent of a 
given lesion is presented and recommend- 
ed before resorting to therapy. Indica- 
tions for conservative and radical manage- 
ment of carcinoma in situ in gravid and 
nongravid patients are discussed. The re- 
sults of treatment of carcinoma in situ 
and the pathology that has been found 
associated with this lesion are presented. 

DISCUSSION 

Dr. Cary M. Dougherty (Baton Rouge): I en- 
joyed listening to Drs. Robinson and Hornbuckle’s 
presentation of the interesting subject, probably 
the reason being that their ideas on diagnosis 
and treatment are the same as ours. There are, 
in fact, no arguments worth the name which I 
might raise against any of the points set out in 
their report. But there are a few 
quiring emphasis. 

A heartening feature of being the discusser in- 
stead of the orator is that while the latter must 
be as objective as possible and weigh facts ob- 
served, the former is not necessarily bound by 
any such restriction. The 
are purely subjective and at times speculative. 
Indeed, there is much circumstantial evidence 
about and speculation upon the subject under dis- 
cussion from all quarters. 
in situ from these angles: 


features re- 


following comments 


Consider carcinoma 

1. Concept of the disease. The majority opin- 
ion, along with which Drs. Robinson and Horn- 
buckle stand, holds that this lesion is the earliest 
identifiable, irreversible stage of cancer. Items 
of circumstantial evidence supporting this con- 
cept are that carcinoma in situ looks like can- 
cer, grows like cancer and has been observed, 
as in one of Dr. Robinson’s cases, to persist in 
a cervix for a long period of time directly pre- 
ceding the advent of invasive cancer. This last 
piece of evidence, circumstantial of course, has 
been observed many times. 

The minority opinion scoffs that chronic cer- 
vicitis has been observed in practically all cer- 
vices antecedent to cancer; that no one has ac- 
tually observed the transformation process from 
one lesion to the oth¢f; whereas, many individ- 
uals have seen microscopic invasive cancers ac- 
tually smaller in size than some surface growths, 
indicating that they begin as invasive growths. 
These authorities believe only what they see, 
that is, if invasion is present the name cancer 
is applied; if no invasion then no cancer. A 
damaging observation on this side of the argu- 
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ment is that on occasion lesions indistinguishable 
from carcinoma in situ have been seen to be 
present in the cervix for a time and then to 
disappear later, as when they accompany preg- 
nancy. 

2. Diagnosis. As Dr. Robinson brings out, the 
presence of the beast can be suspected from bi- 
opsy, but his exact size can be determined only 
by examining him from all sides—that is, by 
making many sections of a large piece of tissue. 
Sharp conization or low amputation of the cer- 
vix is indicated for this purpose. Errors in over- 
diagnosis may occur using this procedure if 
hysterectomy is done in spite of the finding of 
negative cervical cone. There may be some 
doubt about the accuracy of diagnosis in the first 
11 of Dr. Robinson’s 43 patients who were sub- 
jected to biopsy-amputation-hysterectomy treat- 
ment; in these 11 patients cervical cone and hys- 
terectomy specimen were found to be free of the 
disease. Yet there were 2 instances in which the 
cervical cone was negative while the hysterec- 
tomy specimen showed carcinoma in situ. Even 
so, a slightly more conservative attitude would 
be to re-evaluate later any patient whose cervi- 
cal conization specimen showed no lesion. To 
hang on the label “no disease present” one should 
have at least 24 cuts from 6 different blocks of 
the average cervical cone. If for any reason, 
technical or otherwise, adequate histologic study 
cannot be completed then the proper procedure 
is to remove the uterus. It is worthy of note 
here that the sequence of punch biopsy-hysterec- 
tomy is not good practice. It does not allow op- 
portunity to exclude the diagnosis of early in- 
vasive carcinoma, for which disease hysterectomy 
is contraindicated. 

3. Treatment. Since we accept the premise 
that squamous cell carcinoma arises from a por- 
tion of surface epithelial tissue, it cannot be de- 
nied that there is an early phase of carcinoma 
in which the cells are still within the confines 
of the surface epithelium. Hence, early treat- 
ment, as Dr. Robinson proposes, is aimed at 
eradicating the local disease while preserving 
unaffected organs and structures. Caution in 
diagnosis should be followed by caution in treat- 
ment. It is entirely unnecessary to give full ir- 
radiation treatment to the patient, or to subject 
her to radical hysterectomy. 

If one finds that a patient develops a _ recur- 
rence of invasive carcinoma following hysterec- 
tomy for a lesion thought to be carcinoma in 
situ, then one can be assured the original diag- 
nosis was not, as we presumably hold our con- 
cept to be, carcinoma in situ. The fault lies in 
misdiagnosing an early invasive growth. If care- 
ful scrutiny of adequate samples of tissue shows 
that a lesion thought to be carcinoma in situ un- 
dergoes spontaneous regression with passage of 
time, again we believe the original diagnosis was 


almost surely in error. 

I want to thank Dr. Robinson for allowing 
me to discuss his excellent paper and at the 
same time to air my own views on his subject. 
I think Dr. Robinson’s ideas are based on sound 
observations and good reasoning. 
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RUPTURED TUBO-OVARIAN 
ABSCESSES * 
FRANK G. NIX, M. D. 7 
EDWARD W. NELSON, M.D. + 
JOHN H. GEORGE, M.D. § 


NEW ORLEANS 

The purpose of this paper is to call at- 
tention to the catastrophic signiiicance of 
acute intra-abdominal rupture of tubo- 
ovarian abscesses. Since the advent of 
chemotherapeutic and antibiotic agents 
the treatment of pelvic inflammatory dis- 
ease of specific and nonspecific origin has 
been greatly augmented, especially in the 
acute cases. These agents have also been 
valuable adjuncts in the treatment of the 
chronic and complicated cases, such as the 
sudden acute abdominal emergencies that 
occur with rupture of a tubo-ovarian ab- 
scess, but they have not replaced surgery 
as the main attack against this form of 
the disease. Needless to say, they have 
made the surgical approach a much safer 
one. We do not mean to imply that anti- 
biotics or chemotherapy, or a combination 
of the two, have replaced the sti!l import- 
ant features of treatment, namely, the 
correction of anemia by free use of blood 
transfusions, the correction and mainten- 
ance of fluid and electrolyte balance by 
use of parenteral fluids, adequate nutri- 
tion with vitamin and mineral supplement, 
bed rest, the use of nasogastric suction 
if indicated, and the surgical drainage of 
abscesses when and if they occur by means 
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of abdominal extraperitoneal drainage or 
by colpotomy. 


In this paper we will confine ourselves 
to the, not too uncommon and often fatal 
complication of pelvic inflammatory dis- 
ease, namely, rupture of a tubo-ovarian 
abscess. In 1944, H. E. Miller' reported 
and analyzed the cause of death in 401 
consecutive cases occurring at the Charity 
Hospital in New Orleans for the period 
1937-1942. In his series, death occurred 
in 55 cases of pelvic inflammatory dis- 
ease. Of these, there were 38 cases asso- 
ciated with tubo-ovarian abscesses. Rup- 
ture of the abscess occurred in 14 cases 
proven at autopsy and there was sufficient 
clinical evidence to warrant the diagnosis 
in 7 other cases. Therefore, in 38 deaths 
due to pelvic inflammatory disease asso- 
ciated with tubo-ovarian abscesses there 
were 21 deaths due to rupture of the ab- 
scesses or 55 per cent. In the entire se- 
ries of 401 cases, death from ruptured 
tubo-ovarian abscesses accounted 
per cent of the total mortality. 


for 5 


The great majority of the deaths oc- 
curred in negro patients for several rea- 
sons. There were many more negro admis- 
sions as compared to white and also the 
negro patient as a rule sought medical 
attention much later in the disease. In 
another paper by Miller? in which he re- 
viewed 3072 cases of pelvic-inflammatory 
disease, there were 8 cases in which rup- 
ture of tubo-ovarian abscess occurred, 6 
of which were fatal. The incidence of the 
complication was approximately .3 per 
cent and the mortality in these cases was 
75 per cent. 

MATERIAL 

Since January 1, 1952, until April 15, 
1953, there have been 6 cases of ruptured 
tubo-ovarian abscesses observed and treat- 
ed on the Tulane Gynecologic service of 
Charity Hospital at New Orleans and 2 
eases at the Huey P. Long Charity Hos- 
pital, Pineville, Louisiana, in which hos- 
pital the gynecologic service is staffed by 
a senior resident and a fellow from the 
Obstetrics and Gynecology Department, 


Tulane University School of Medicine. Of 
this total of 8 cases, there were 2 deaths. 
CASE REPORTS 
Case No. 1 (Charity Hospital, New Orleans) 
E. M., 40 year old colored female, gravida 2 
para 2; last pregnancy in 1942; admitted on 
March 20, 1952, complaining that she had been 
perfectly well until the day prior to admission 
when she developed a sudden severe pain across 
the lower abdomen which radiated into the right 
leg, Pain was that she fainted. She 
had no associated nausea, vomiting, chills, or fe- 
ver. Her menstrual history was normal, her last 
menstrual period having occurred two weeks 
prior to admission. No previous history of pel- 

vic inflammatory disease. 


so severe 


At time of admission patient appeared anxious 
and perspiring freely. Temperature 
101°, pulse 90, respiration 24, blood pressure 
170/110. Physical findings were conftmed to the 
abdomen. There was minimal distention with vol- 
untary muscle guarding and tenderness and re- 
bound tenderness over entire lower abdomen. On 
pelvic examination, the uterus was displaced an- 
teriorly by a soft, cystic, extremely. tender mass 
approximately 8 cms. in diameter. 

On culdocentesis approximately 20 cc. turbid 
yellow fluid obtained. Impression at this 
time was twisted ovarian cyst. She was admitted 
to the ward and infusion and antibiotics (penicil- 
lin and streptomycin) started. Initial rush lab- 
oratory work revealed white blood count of 11,- 
800. Hematocrit 48. Stain of fluid 
revealed gram negative bacilli. Four hours after 
admission her condition was essentially the same 
except the pulse rate had increased to 120 and 
there present. She was 
seen by a senior visiting physician who advised 
immediate laparotomy. 

Under ethylene-ether anesthesia the abdomen 
was opened and approximately 50 cc. of free yel- 
low pus was found. 


was was 


was 


cul-de-sac 


were no bowel sounds 


The uterus was enlarged and 
nodular containing two fibroids measuring 10 by 
10 em. and 4 by 4 em. respectively. 
numerous adhesions 


There were 
throughout the The 
right tube measured 6 by 4 em. and contained 
clear fluid. The left tube was collapsed and the 
point of rupture was identified on the posterior 
surface in its midportion from which some pus 
was still oozing. The pus was removed from the 
abdomen with suction, and total abdominal hys- 
terectomy and _ bilateral salpingo-oophorectomy 
was then done. Vaginal cuff was closed and the 
closed in layers, 
above and below the rectus fascia. 

The patient received 1000 cc. whole blood, be- 
fore, during, and after surgery. 


pelvis, 


abdomen drains being placed 


Following sur- 
gery, antibiotics were continued along with naso- 
gastric suction and parenteral fluids. Levin tube 
was removed on third day and the patient was 


ambulated on the fourth day. Antiobiotics were 
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discontinued on the sixth day. Sutures were re- 
moved on the eighth postoperative day with pri- 
mary wound healing. She was discharged on the 
ninth postoperative day. 

Case No. 2 (Charity Hospital, New Orleans) 
L. M., 34 year old colored female, gravida 1 para 
1, delivered eight months prior to admission. Pa- 
tient entered the hospital April 10, 1952, com- 
plaining of pain and swelling in lower abdomen. 
Present illness dated back four months, at which 
time she had complained of lower abdominal 
pains, associated with profuse vaginal discharge, 
nausea, vomiting, chills and fever. She was diag- 
nosed as having pus tubes and treated with sul- 
fadiazine and soda. Symptoms were relieved ex- 
cept that swelling in the lower abdomen per- 
sisted. At this time her private physician told 
her she had fibroids. She was seen in the Tulane 
Gynecology Clinic on April 9, 1952. A _ cystic 
mass was palpated in the cul-de-sac from which 
an unknown quantity of thin yellow pink tinged 
fluid was obtained. She was admitted the fol- 
lowing day. 

On admission, temperature was 104°, pulse 108, 
respiration 20, and blood pressure 130/70. Ex- 
amination of the abdomen revealed an indistinct 
mass in the lower abdomen extending to the left 
of the midline towards the iliac crest. Mass was 
fluetuant and tender and seemed to involve the 
abdominal wall. 

Pelvic examination revealed a tensely cystic 
mass filling the pelvis extending towards the left 
iliac fossa and superiorly to within 4 cm. of the 
umbilicus. No cul-de-sac fullness at this time. 
It was felt that she had had retroperitoneal rup- 
ture of the abscess which dissected into the sub- 
cutaneous tissues of the abdominal wall to the 
left and anteriorly. An incision and drainage of 
abdominal wall was done anterior to fascia and 
paralleling Poupart’s ligament and approximate- 
ly 200 ce. foul smelling pus was obtained. Cul- 
ture revealed micro-aerophilic hemolytic 
streptococcus sensitive to penicillin and aureo- 
mycin. Full dosage of these drugs together with 
blood transfusions and other supportive measures 
was employed. 


alpha 


*atient improved steadily except for daily ele- 
vation of temperature to 101°. On April 4, 1952, 
intravenous pyelograms showed left hydronephro- 
sis; temperature to 102°. On May 5, 1952, pa- 
tient became nauseated and vomited and com- 
plained of epigastric cramping. She developed 
tenderness and rebound over the entire abdomen 
which became distended with marked decrease in 
peristalsis. Nasogastric suction was instituted. 
Skin became cold and clammy, blood pressure 
dropped to 50/0 but responded to blood trans- 
fusion and nor-epinephrine infusion. X-ray re- 
ported pleural effusion. A pelvic mass was pal- 
pated. Staff consultation advised colpotomy 
drainage of abscess which was done and approx- 


imately 100 cc. pus was obtained. For next nine 
days patient improved only slightly. On May 
19, 1952, another incision ‘and drainage of abdo- 
minal wall and extraperitoneal drainage of the 
pelvic abscess was done, and 1150 ec. pus was 
obtained from the right lower quadrant and 100 
cc, from the left lower quadrant; 600 cc. pus 
was obtained by thoracentesis. During the next 
six days the patient improved slightly and again 
thoracentesis was done and 65 ce. of clear yel- 
low fluid was obtained. Patient then made slow 
but steady improvement and was discharged on 
July 21, 1952. 

Case No. 3 (Charity Hospital, New Orleans) 
M. H. 40 year old colored female, gravida 6 para 
1 abortus 5, admitted on June 29, 1952, com- 
plaining of vague lower abdominal pain associ- 
ated with nausea and vomiting, chills and fever 
of four days’ duration. On the day prior to ad- 
mission she developed sudden severe right lower 
abdominal pain which grew steadily worse. Re- 
ferred to Charity Hospital by her private physi- 
cian. 

On admision, temperature was 101°, pulse 
100, respiration 25, and blood pressure 128/80. 
Examination revealed an extremely obese colored 
female acutely ill. There was generalized tend- 
erness and rebound over the entire abdomen most 
marked in the right lower quadrant. On pelvic 
examination, the uterus was palpated anteriorly 
and enlarged to the size of a ten weeks’ gestation 
and nodular. Patient was diagnosed as acute ap- 
pendicitis and taken to surgery. At operation, 
bilateral tubo-ovarian abscesses were found with 
perforation of the left tubo-ovarian mass and ap- 
proximately 30 to 50 cc. pus free in abdominal 
cavity. The gynecology service was then con- 
sulted and a total abdominal hysterectomy and 
bilateral salpingo-oophorectomy was done and all 
pus suctioned from abdominal cavity. Abdomen 
was closed in layers with interrupted quilting 
cotton, drains being placed above and below the 
rectus fascia. Subcutaneous tissue was packed 
open with fine mesh gauze. Penicillin and strep- 
tomycin in full doses were utilized along with 
gastric: suction and general supportive measures. 
Secondary closures were done on July 8, 1952, 
and on July 28, 1952. Patient steadily improved 
and was discharged on thirty-ninth postoperative 
day. 

Case No, 4 (Charity Hospital, New Orleans) 
R. M., 50 year old white female, gravida o para o. 
Admitted on July 6, 1952, to the surgical service 
complaining of abdominal cramping of two days’ 
duration. Cramping began in lower abdomen 
and was associated with nausea and vomiting. 

On admission, temperature was 99.6, pulse 120, 
respiration 22, and blood pressure 194/106. An 
acutely ill white female. Examination revealed 
diffuse abdominal tenderness and exquisite re- 
bound tenderness more marked in the right up- 
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per quadrant and left lower quadrant. Urine 
showed four plus sugar and one plus acetone. Pa- 
tient was diagnosed as having a ruptured ap- 
pendix and diabetes. 

At the time of surgery, rupture of a left tubo- 
ovarian abscess was evident, with spillage of 75 
to 100 cc, pus into the abdominal cavity. Gyne- 
cology service was consulted and a total abdo- 
minal hysterectomy and bilateral salpingo-ooph- 
orectomy was done. Abdomen closed in layers 
with quilting cotton with drains above and below 
the rectus fascia. Postoperatively she was treat- 
ed with nasogastric suction, penicillin, and strep- 
tomycin, sliding scale dosage insulin and other 
supportive measures. 

Patient remained in good chemical balance. On 
July 10, 1952, coarse rales were heard over the 
left chest and electrocardiogram reported 
definite evidence of myocardial disease. Tem- 
perature rose to 103°. On July 11, 1952, temper- 
ature was 104°, pulse 103, respiration 46, and 
patient became irrational. Patient was digitalized 
and blood pressure dropped to 62/30. Given nor- 
epinephrine infusion and blood pressure was ele- 
vated to 130/66 and remained at that level with 
the infusion. Electrocardiographie evidence of 
posterior myocardial infarction. Patient’s condi- 
tion grew steadily worse and she expired on July 
13, 1953. Autopsy reported death due to coro- 
nary heart disease. 


was 


Case No. 5 (Charity Hospital, New Orleans) 
H. J., 30 year old colored female, gravida o para 
o. Three months prior to admission patient com- 
plained of right sided lower abdominal pain as- 
sociated with fever, nausea, and vomiting. Ad- 
mitted to another Gynecology service at Charity 
Hospital and treated with antibiotics and colpo- 
tomy. Discharged afebrile. On November 14, 
1952, patient was admitted to Tulane Gynecology 
service in semistuporous condition. Temperature 
102°, pulse 120, respiration 26, blood pressure 
108/60. Only history obtainable (from family) 
was of sudden onset of lower abdominal pain 
which grew progressively worse occurring short- 
ly before admission, Examination revealed an 
acutely ill semicomatose condition. 
Findings limited to abdomen and pelvis. Abdo- 
men distended with hypoactive peristalsis 
and generalized tenderness and rebound with 
muscle guarding. On pelvic examination there 
was a tense, cystic mass in the right adnexae 
measuring 4 by 4 cm., woody cellulitis in the left 
adnexae with extreme tenderness in the entire 
pelvis. Uterus was anterior, normal size and 
shape, and slightly fixed. 


woman in 


was 


On arrival in ward blood pressure was checked 
and found to be 60/0, pulse 104, respiration 32. 
Blood transfusion was started and patient taken 
to surgery with the diagnosis of ruptured tubo- 
ovarian abcess. At operation, bilateral abscesses 
were found with rupture of the one on the left. 


— 


Approximately 100 cc. of pus was in the abdo- 
minal cavity, Pus was removed and total abdo- 
minal hysterectomy and bilateral salpingo-ooph- 
orectomy done. Cuff was left open and drains 
placed above and below fascia of abdomen. At 
end of procedure blood pressure was 130/80 and 
pulse was 120. 

Patient was treated with nasogastric suction, 
parenteral terramycin and streptomycin. 

On following day, the 
with pulse rate of 


patient was afebrile 
120, blood pressure 150/90. 


Transfusion of 500 cc. of blood was given on 
November 15, and repeated on November 16. 


For the next four days progress was satisfactory, 
with reduction in fever and pulse rate and re- 
turn of intestinal peristalsis. 

On November 19, 1952, x-ray chest 
pneumonitis with fluid in right base. 

On November 20, 1952, patient had a spike in 
temperature to 103°, pulse 120. Physical exami- 
nation was essentially negative except for bilat- 
eral calf tenderness with questionable Homan’s 
sign. The following day she passed fecal mate- 
rial per vagina. She continued to run a spiking 
type of temperature to 103° daily. 

On November 24, 1952, patient became dis- 
oriented and confused. There was failure of 
healing of abdominal and cut-down wounds. She 
was taken to the operating room and secondary 
closures done on all wounds. 

The following day there was active bleeding 
from the gums and her general condition was 
poor. 

On November 25, 1952, patient went into 
shock. Blood pressure 90/30 to 68/30. She was 
treated with blood transfusions and nor-epineph- 
rine infusion with elevation of pressure to 
110/30. She then developed Cheyne-Stokes res- 
piration. Course was progressively downhill and 
she expired the following day, 


showed 


Autopsy revealed: 

1. Multiple abscesses of kidneys 
2. Septic spleen 
3. Rectovaginal fistula 
4. Acute bacterial endocarditis 
5. Pulmonary edema 


Case No. 6 (Charity Hospital, Pineville) H. L., 
44 year old colored female, gravida 3 para 3, last 
pregnancy ten years prior to admission. She 
was seen in the emergency room on February 
5, 1953, complaining of sudden onset of lower 


abdominal pain starting the afternoon before. 
The pain became generalized and steadily in- 
creased in severity, For several months prior 


to admission she had been having menstrual dis- 
turbances characterized by excessive flow with 
severe dysmenorrhea. No previous history of 
pelvic disease. 

Examination revealed an acutely ill, anxious 
appearing but cooperative colored female obvi- 
ously in pain. Temperature 103.4, pulse 112, 
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respiration 20, blood pressure 130/80. Positive 


findings limited to abdomen and pelvis. Abdo- 
men was acutely tender and rigid with marked 
rebound tenderness most marked in lower abdo- 


men. Pelvic examination revealed an enlarged, 
nodular slightly fixed uterus. There was ex- 
treme tenderness in both adnexae with fullness 
but no definite mass palpated in the left. On 


culdocentesis approximately 10 cc. of 
purulent fluid She 
to the hospital 
tubo-ovarian 


sanguino- 
admitted 
ruptured 


obtained. 
with a 


was was 
diagnosis of 
abscess and prepared for surgery. 
At laparotomy there was approximately 50 ce. 
The 


a three months’ gestation 


of pus present in the abdominal cavity. 
uterus was the size of 
with multiple subserous and intramural fibroids. 
There were many adhesions in both adnexae and 
a left 


5s cm. 


tubo-ovarian abscess approximately 4 b 


showing recent rupture. Pus was removed 


by suction and total abdominal hysterectomy and 


bilateral salpingo-oophorectomy was done. The 
vaginal cuff was left open. The abdomen was 
closed in layers with interrupted quilting cot- 


ton with drains placed above and below the fas- 
cia. At 
She 


no time did the patient go into shock. 


received 500 ec, of blood during the opera- 
tion. 

Postoperatively she was treated with terramy- 
cin and routine 

The 
postoperative day. She ran a low grade fever un- 
til the sixth 
afebrile 


supportive measures. 


Levin tube was removed on the second 


postoperative day and remained 


thereafter. She 


was ambulated on the 
third postoperative day. Drains were advanced 
daily starting on the fourth postoperative day 


and were removed completely on the seventh post- 
operative day. On the eighth 
there 


postoperative day 


sutures were removed and was primary 


wound healing. She was discharged on the ninth 
postoperative day. 
Case No. 


34 yeal old 


(Charity Hospital, Pineville) L. H., 


colored female, gravida 6, para 4, 
abortus 2; last pregnancy, six years prior to ad- 
Admitted to hospital on March 12, 1952, 


complaining of 


mission. 


right lower quadrant pain, off 


and on for two weeks prior to admission. There 
was no history of previous pelvic disease. On ad- 
mission, temperature was 102 pulse 104, res- 
piration 24, blood pressure 120/70. Patient did 


not appear acutely ill. 


Physical findings were confined to the abdo- 
men and pelvis. The abdomen was tender in both 
lower with 
No palpable masses. 

examination revealed the uterus to be 
and tender. In the left ad- 
nexae there was a tender fluctuant mass approx- 
imately 
tender 


quadrants rebound tenderness and 
reflex rigidity. 

Pelvic 
slightly enlarged 
5 by 8 em. A smaller mass equally as 
present on the right side. Neither 
mass was pointing in the cul-de-sac. The patient 


was placed on intravenous fluids, full antibiotic 


was 


3, youngest 


therapy with penicillin and streptomycin and 
general supportive measures. During the next 
four days, pain and tenderness subsided and 


temperature and pulse approached near normal. 
On the evening of the fifth day she complained 
of return of abdominal pain and inability to 
urinate. Temperature rose to 100°, pulse 80. 
She was catheterized and 
The following 


signs of 


100 ce. urine obtained. 
found to 
generalized peritonitis, temperature 
101.6°, pulse 120, respiration 28, blood pressure 
130/90. It was felt that the had 
tured and she taken to surgery. At 


morning she was have 


abscess 


rup- 
was opera- 
tion a left tubo-ovarian abscess was found which 
had recently ruptured spilling approximately 700 
cc. of purulent material into the abdominal cav- 
itv. Pus total ab- 
dominal salpingo- 
cuff 
layers 


suction and 
bilateral 
vaginal 


was removed by 
and 
done, the 
Abdomen 


quilting cotton 


hysterectomy 
being 

with 
below 


oophorectomy was 


left open. was closed in 


with drains above and 
fascia. 

At the start of the operation when the abdo- 
men was opened, the patient went into shock. In 
blood transfusion 


nor-epinephrine 


spite of there was no response 
until started. It 
was necessary to continue this for twenty hours 
The pa- 
suction, pa- 


infusion was 
before the blood pressure was stabilized. 
tient treated 
renteral terramycin, blood transfusions and gen- 


was with nasogastric 
eral supportive measures. 

Her condition steadily improved with gradual 
diminution of pulse rate and temperature to near 
normal levels by the third postoperative day. On 
the eighth postoperative 
distended 


abdomen _be- 
rose to 100 


atelectasis at 


day the 
temperature 
segmental 
Physical 
hematoma which 
through the cuff. 


dence of 


came and 
Chest 
right lung 
a pelvic 


x-ray revealed 
revealed 
had failed to 
There 
and 
definite 


base. examination 
drain 
vaginal evi- 


subphrenie 


was no 
abscess 


x-ray of the 


abdomen revealed no evidence of ob- 


struction. 

The hematoma was injected with varidase and 
Pa- 
tient’s condition rapidly improved and compara- 
tive studies of chest three later 
showed almost complete disappearance of atelec- 
tasis. 


the cuff opened wide to facilitate drainage. 


x-ray days 


Antobiotics seventeenth 
postoperative day and patient was discharged on 


wenty-fifth postoperative day, 


were discontinued on 


Case No. 8 (Charity Hospital, New Orleans) 


L. B., 19 year old colored female, gravida 3 para 
child 3 years of age. Admitted on 
April 14, 1953, with history of pain in right side 
for one month. She had been treated by a pri- 
vate physician for twisted ovarian cyst, preg- 
nancy and pus tubes. Nausea and vomiting for 
two weeks prior to admission. Sudden onset of 
chills and fe- 


more severe pain with vomiting, 
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ver twenty-four hours before entering hospital. 
On admission, temperature was 103 
respiration 28, blood pressure 100/78, 
revealed exquisite tenderness and 
throughout. Marked 
and absent bowel sounds. 


pulse 152, 
Abdomen 
rebound tend- 
erness voluntary rigidity 
fluctuant 
pelvic 


On pelvic examination there was a 
filling the 
were palpated. 
tured tubo-ovarian 
At operation 


mass cul-de-sac. No viscera 
She was diagnosed as having rup- 
abscess and taken to surgery. 
there 


free pus in the 


Was approximately 75 ce. 


abdominal cavity which had 


leaked from the primary abscess in the pelvis 


which arose from the left side and involved the 
sigmoid, small bowel, and omentum. There were 
pus pockets over the dome of the liver, under 


the mesentery and in both colic gutters. The ap- 
pendix was not involved. 
and 


The primary abscess cavity was aspiratec 


700 ce. pus obtained. All other pus pockets were 


drained and the abdomen closed in layers with 
interrupted quilting cotton, drains being placed 
above and below fascia. Culture of the pus re- 


vealed alpha hemolytic streptoccocus sensitive to 


aureomycin and terramycin. Following surger) 


full dosages of terramycin, erythromycin, and 
penicillin were given. Nasogastriec suction, blood 
transfusion, and other supportive measures were 
utilized. 

On the third postoperative day patient devel- 
oped rales in both lung bases with right lowe 
lobe consolidation. There was calf tenderness on 
the right with a positive Homan’s sign. She 


was taken ‘to surgery and bilateral superficial 


mcral vein ligation was done. On pelvic ex- 
amination at this time done under anesthesia 


there was no palpable pelvic mass. 


There was gradual improvement during the 
next ten days, temperature, pulse, and respi) 
tion having reached normal levels. Abdomen was 
soft with active bowel sounds. Only pathology 


demonstrated was elevation of the left diaphragm 
on X-ray. 
late re 


The patient was discharged three days 


SUMMARY AND CONCLUSIONS 

The foregoing cases represent acute 
surgical emergencies as complications of 
initial acute episodes, or acute exacerba- 
tions of chronic pelvic inflam- 
matory disease. 

The average age in this group of pa- 
tients was 36 years, the youngest being 
19 years of age and the oldest, 50 years 
of age. Six of the 8 patients had had pre- 
vious pregnancies. In one case the onset 
of the disease possibly followed delivery. 
In 2 cases there was a history of previous 
attacks of pelvic inflammatory disease. 
The duration of symptoms prior to rup- 


cases of 


ture varied from two days to four months. 
In all but one case rupture of the abcess 
was characterized by sudden onset of low- 
er abdominal pain which grew progress- 
ively worse and was associated with nau- 
sea, vomiting, and fever. Most frequently 
the temperature was above 102° (but not 
without exception). 

Culdocentesis is regarded as an import- 
ant part of the physical examination in 
that the type of fluid present in the ab- 
dominal cavity can be easily determined. 
This will serve to exclude the possibility 
of ruptured tubal or cornual pregnancy 
which can so closely simulate acute in- 
flammatory disease of the pelvis. Other 
diseases to be included in the differential 
diagnosis are rupture of an ovarian cyst 
with intra-abdominal hemorrhage, acute 
torsion of the adnexa or cyst pedicle, hem- 
orrhage into an ovarian cyst, rupture of 
appendiceal abscess, rupture of abdominal 
viscera, e. g. peptic ulcer, and acute pan- 
creatitis. 

In addition to blood transfusion and 
the other customary measures employed in 
the treatment of shock, nor-epinephrine 
by infusion is considered invaluable in 
maintaining physiologic blood pressure in 
these cases. Prior to the use of norepineph- 
rine many of these developed _ir- 
reversible shock and subsequently died 
having had little or no response to blood 
transfusion. 


Cases 


Immediate surgery offers these patients 
the best hope for survival. This includes 
removal of accumulated pus from the 
abdominal cavity with excision of the ab- 
uterus, tubes, and If re- 
moval of these organs is not feasible, then 
colpotomy or extraperitoneal drainage is 
done. The abdominal cavity per se is not 
drained. The abdominal wound is closed 
with interrupted quilting cotton sutures 
with rubber drains being placed above and 
below the rectus fascia. 


scess, ovaries. 


Antibiotics are used in full therapeutic 
doses both preoperatively and postopera- 
tively and they have aided greatly in re- 
ducing the risk associated with surgery 
in these patients. Combined use of aqu- 
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eous penicillin and streptomycin and pa- 
renteral terramycin seems to offer the 
widest range of effectiveness in com- 
bating the peritonitis and reducing the 
possibility of septicemia and bacteremia. 
Adequate vitamin, mineral and fluid re- 
placement is an essential part of the treat- 
ment, special attention being paid to the 
chemical balance of those patients in whom 
nasogastric suction is utilized. Anemia 
should be corrected by free use of blood 
transfusions. 

We feel that these measures together 
with early surgery have greatly reduced 
the mortality, the most important being 
early surgery. Prophylactic treatment cer- 
tainly is the treatment of choice, i.e. all 
cases with recognized large tubo-ovarian 
abscesses should be drained surgically by 
colpotomy if the abscess points to the ab- 
dominal wall, thus reducing or preventing 
the likelihood of rupture of the abscess. 
Following drainage of the abcess these 
patients should have definitive surgery 
when their condition warrants it to pre- 
vent exacerbations of the disease. In a 
certain few cases, it may be advisable to 
do primary removal of the abscess and 
affected organs, without preliminary 


drainage. 
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ACUTE MASTITIS 
ARMAND McHENRY, JR., M. D. 
MONROE 

Inflammatory conditions of the breast 
are quite common, and yet little emphasis 
is placed on management. During one’s 
residency in obstetrics, patients are dis- 
charged so rapidly that complications of 
breast feeding are not seen. The obste- 
trician is consulted first and the respon- 
sibility of treatment should be his. 

The incidence of acute mastitis in my 
practice is about 1.5 per cent and of acute 
suppurative mastitis .004 per cent. How- 
ever, all the cases except one were in 
mothers who attempted to nurse. So the 


Acute Mastitis 


incidence in lactating mothers was 4.5 per 
cent and of actual suppuration .01 per 
cent. 

Improper nursing instructions, as well 
as inadequate care, predisposes to masti- 
tis. Not infrequently, this condition is 
preceded by cracked nipples and/or breast 
engorgement, without proper emptying. 
This condition is usually seen within the 
first three weeks postpartum. The symp- 
tomatology is well known and consists of 
painful swelling of the breasts with some 
discoloration of the skin associated with 
fever, chills, and malaise. 

It is the purpose of this paper to pre- 
sent 20 cases of acute mastitis; only one 
of which became suppurative. The most 
important factor is the early recognition 
of the acute puerperal mastitis and the 
institution of therapy. All patients re- 
ceived breast binders or the breasts were 
supported, in addition to application of ice 
caps to the involved area. Five patients 
in this series received roentgen therapy 
as advocated by Elward and Dodek, and 
none went on to suppuration. The other 
15 cases received 400,000 units of peni- 
cillin and 1 gram of streptomycin twice 
daily, in addition to the roentgen therapy. 
Of the latter cases, one became suppura- 
tive. However, therapy was begun after 
seventy two hours and a questionable area 
of fluctuation was noted prior to the be- 
ginning of therapy. It was thought that 
x-ray helped this individual. One hundred 
fifty roentgens were administered by the 
radiologist per day for three days. This 
was repeated if any induration or tender- 
ness persisted. Usually one course of 
treatment sufficed. Two cases had to 
have two series of treatments and one of 
these had a small area of induration which 
gradually subsided. Four patients were 
able to continue nursing their infants. 

The mechanism of action of the roent- 
gen therapy is unknown, but presumably, 
in small dosages a stimulative effect is 
produced which aids in the control of the 
infectious process. 


SUMMARY AND ANALYSIS 
Acute puerperal mastitis is not seen 
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during one’s residency in Obstetrics and 
Gynecology because of the early ambula- 
tion and discharge of the obstetrical pa- 
tients. An incidence of 1.5 per cent in 
private practice was reported. Prophy- 
laxis of this unfortunate condition was 
stressed. A series of 20 cases was pre- 
sented. All cases received roentgen ther- 
apy and penicillin and streptomycin were 


administered to 15 of the patients. In 
conclusion, roentgen therapy is a useful 
adjunct in the treatment of acute mastitis. 
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MEDICAL SOCIETY SCHOOL 
HEALTH COMMITTEES 

Medicine today, as in the past, is striv- 
ing to meet its ideal of community service. 
In the course of a half century the situ- 
ation has arisen in which organization is 
needed to insure the production and de- 
livery of our product. During the major 
portion of the past century all the medi- 
cine there was could be delivered by the 
lone physician. In our time, elaborate or- 


ganization is necessary, and the successful 
culmination of a single surgical operation 
represents the cumulative efforts of hun- 
dreds of people, many of them physicians. 
In such an organized effort there is dan- 


ger that the patient-physician relationship 
would become endangered. Accordingly, it 
is greatly to the credit of organized medi- 
cine, as it exists today, that strenuous 
efforts have been made to maintain the 
patient-physician relationship, while at the 
same time getting advantage of the bene- 
fits that organization brings in any pro- 
duction endeavor. 

One of the many ways in which organ- 
ized medicine has contributed to the needs 
of community health is the promotion of 
school health. It is in the school that the 
future citizen may get and retain his 
future of the benefits of medicine 
and of those who dispense it. It 
here that disease may be approached, in 
many cases in its incipiency; and further, 
it is here that the habits of health, hy- 
giene, nutrition, and thoughts for the pub- 
lic welfare may be inculcated under con- 
ditions that would promise their taking 


ideas 


is also 


root. Proper consideration of the prob- 
lems of community health, as well as 
school health, requires a health council. 


This is made necessary by the complexity 
of the factors involved in delivering the 
product we call health. School health com- 
mittees then become a vital factor in pro- 
moting school health. Their efforts can 
only be activated by proper medical advice 
which is delivered from the professional 
standpoint. 

To this end, local medical 
should have active school health commit 
tees, fully identified as such, whose pur- 
pose is broadly to coordinate the efforts 
of the profession in the promotion of the 
health of the school child. The functions 
of this committee are those of a_ broad 
policy making and steering executive body, 
by which the efforts of the medical soci- 
ety as a whole and of individual physi- 
cians are directed to the improvement of 
child health. The functions include estab- 
lishing sound policies and procedures to 
guide development of the medical aspects 
of the school problem; to develop recipro- 
cal relations with the dental society, 
health department, parent groups, and 
other appropriate organizations; to keep 


societies 
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the profession as a whole informed as to 
the need and progress of the school health 
program; and to advise the local medical 
profession and to encourage sanction by 
the profession of a sound health 
program. 


school 


The organization and patterns of activ- 
ity will necessarily differ according to lo- 
cal conditions. The matters which are vi- 
tal include consideration of methods of 
health appraisal, examinations, and 
screening; development of adequate plans 
of referring cases to the family physician, 
or organization of other community medi- 
cal resources where necessary. Other needs 
are the development of adequate cumula- 
tive health record forms and facilitation 
of the exchange of data among 
family medical adviser, and parents. 
handling of school medical emergencies 
must be anticipated and provided for. 
Communicable disease control, health, and 
medical supervision of school personnel, 
dietary standards, safety standards, pre- 
cautions and protective measures for play 
and physical education and for the athletic 
program, are all useful the 
school health committee. 


school, 
The 


functions of 


It is desirable that the medical society 
committee should assume leadership in the 
medical aspects of the program, and a 
cooperative role in the nonmedical phases. 
It is felt that the medical society should 
enter the program in the planning stage 
and direct the activities of the society in 
such a manner as to cooperate with exist- 
ing and currently operating programs of 
community health already existing. 

An example of successful operation of 
such committees has already been afford- 
ed our State in the Parishes of Iberville 
and Tangipahoa. In these Parishes, Drs. 


Wm. E. Barker and M. C. Wiginton, re- 
spectively, are chairmen of the medical 
society committee that directed the efforts 
and produced a noteworthy result. 

The Committee on Child Health of the 
State Medical Society is endeavoring to 
promote the formation of school health 
committees in the local societies. Dr. Sims 
Chapman, New Orleans, is Chairman. His 
committee feels that the school health 
movement should be an active part of the 
program of each local medical society. 
They also feel that in supporting this pro- 
gram there should be examination of chil- 
dren, education of the public—particularly 
the parents; cooperation with _ school 
health authorities and with the campaign 
for health records and immunizations. 
They feel that the individual physician 
should give assistance in developing, plan- 
ning, and execution of the school health 
program whenever possible. They have 
also recommended that the House of Dele- 
gates consider endorsement of the fluori- 
dation af water supply as a means of im- 
proving dental health. Another recom- 
mendation of the committee is that the 
legislature be memorialized to provide 
funds for an evaluation center for excep- 
tional children. 

It is 
deavors 


apparent in reviewing such en- 
and recommendations that the 
school health program is a matter of con- 
siderable breadth and involves continuous 
effort. If it is vigorously supported it will 
pay dividends in health out of proportion 
to the effort expended. It will also pro- 
vide rewards in the form of good will to- 
ward organized medicine in opposition to 
socialism and regimentation. It deserves 
the thoughtful cooperation of every physi- 
cian. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


STANDING COMMITTEES 
1953 - 1954 
ARRANGEMENTS FOR 1954 MEETING 


W. H. Roeling, M.D., Chairman, New Orleans. 
BUDGET AND FINANCE 
E. L. Leckert, M.D., Chairman, 1 year; Emmett L. Ir- 


win, M.D., 2 years; both of New Orleans; Wm. E. Barker, 


Jr., M.D., Plaquemine, 3 years. 
COMMITTEE ON COMMITTEES 
E. L. Leckert, M. D., Chairman; Roy B. Harrison, 
M. D.; both of New Orleans; Frank J. Jones, M. D., 


Baton Rouge. 


CONGRESSIONAL MATTERS 

Cc. J. Brown, M. D., 
both of New 
Houma; J. E. 
King, M. D., 


Chairman; Max M 
Orleans ; S. Clark Collins, M. D., 
Knighton, M. D., Shreveport; R. E. 
Winnsboro; Arthur D. Long, M. D., Ba 


Green, M.D.; 


ton Rouge; Thomas H. DeLaureal, M. FP., Lake 
Charles; O. B. Owens, M. D.,- Alexandria 
JOURNAL 
E. L. Leckert, M. D., Chairman, New Orleans, 5 years; 
Cc. M. Horton, M D., Vice-Chairman, Franklin, one 
year; Sam Hobson, M. D., Secretary, New Orleans, 2 
years; J. E. Knighton, M. D., Shreveport, 2 years; Ed 
win H. Lawson, M. D., New Orleans, 3 years. 
MATERNAL WELFARE 
A. H. Sellman, M. D., Chairman, New Orleans. 


Abe Mickal, M D>, 
G. Nix, M. D., 
M. D., all of New 


Simon V. Ward, M. D., Frank 

Weed, M. D., C. F. Bellone, 
Clifford R. Mays, Jr., 
M. D., Shreveport; Rodney G. Masterson, M. D., Al 
exandria; R. W. Worden, M D., Lake Charles; A. 
G. McHenry, M. D., Monroe; T. B. Ayo, M. D., Race- 


John ¢ 
Orleans; 


land; Cary Dougherty, M. D., Baton Rouge. 
MEDICAL DEFENSE 
Cc. B. Erickson, M, D., Chairman, Shreveport, 1 year; 
J. Kelly Stone, M. D., New Orleans, 2 years; W. A. El 


lender, M. D., Houma, 3 years. 


MEDICAL 
Chairman—to be appointed; Roy B. 
Vice-Chairman, 1 year; Edwin H. 
both of New Orleans. 


EDUCATION 
Harrison, M. D., 


Lawson, M. L., 
years; 


MEDICAL 
Connelly, M. D., 


TESTIMONY 


Edmund Chairman, 2 years; A. N. 


Sam Houston, M. D., 1 year; both of New Orleans; I 
W. Gajan, M. D., New Iberia, 1 year; H. S. Coon, 
M. D., Monroe, years; Charles McVea, M. D., Baton 


Rouge, years. 


PUBLIC POLICY AND LEGISLATION 
Henry W. Jolly, Jr., M. D., Chairman, Baton 
E. L. Zander, M. D., New Orleans; J. E 
Norco; Leo Kerne, M. D., 
toyd, M. D., Shreveport; 
roe; W. A. K. 
M. D., 
LSMS), 
tary-Treasurer 


Rouge; 
. Clayton, M. D., 
Thibodaux; Clarence E. 
Haydn Cutler, M. D., Mon 
Seale, M. D., Sulphur; M. B. Pearce, 
Alexandria; P. H. Jones, M. D., (President 
Orleans; C, Cole, M. D., 
LSMS), Orleans. 


New Grenes 


New 


(Secre- 


SCIENTIFIC 

Cc. Grenes Cole, M Ds 

M. D.; both of New 
Shreveport. 


WORK 
Chairman; W. H. Gillentine, 
Orleans; M. D. Hargrove, M. D., 


COUNCIL ON MEDICAL SERVICE 


PUBLIC RELATIONS 

W. Robyn Hardy, M. D., Chairman; Theo F. Kirn, 
M. D., Vice-Chairman; Dan D. Baker, M. D.; all of 
New Orleans; D. J. Fourrier, M. D., Baton Rouge; Leo 
J. Kerne, M. D., Thibodaux; O. B. Owens, M. D., 
Alexandria; T. Hugh DeLaureal, M. D., Lake Charles; 
YT. B. Tooke, M. D., Shreveport; Henson Coon, M. D., 
Monroe; P. H. Jones, M. D., New (Editor, 
JLSMS and Pres. LSMS) ex-officio member; C. 
es Cole, M. D., New Orleans (Sec-Treas. 
officio member. 


AND 


Orleans 
Gren- 
LSMS) ex- 


EXECUTIVE COMMITTEE 


Philip H. Jones, M. D., New Orleans—President. 


Waiter Moss, M. D., Lake Charles—President-elect. 

Cc. J. Brown, M. D., New Orleans—First Vice-President. 
Kernan Irwin, M. D., Baton Rouge—Second Vice- 
President. 

Max M. Hattaway, M. D., New Orleans—Third Vice 


President. 
William E. 
President. 
W. Robyn Hardy, M. D., 
House of Delegates. 

Ralph H. Riggs, M. D., 
House of Delegates. 

Cc. Grenes Cole, M. D., 
surer. 

H. Ashton 
First District 
Joseph 8S. 

District. 


Barker, Jr., M. D., Plaquemine—Past 


New Orleans—Chairman, 


Shreveport—Vice-Chairman, 


New Orleans—Secretary-Trea- 
Thomas, M. D., New Orleans 
(Chairman of Council). 

Kopfler, M. D., Kenner 


(‘ouncilor, 


Counciler, Second 


Guy R. Jones, M. D., Lockport—Councilor, Third 
District. 
Paul BD. Abramson, M. D., Shreveport—Councilor, 


Fourth District. 

Cc. Prentice Gray, Jr., M. D., 
District. 
Arthur D. 


Monroe—Councilor, Fifth 


Long, :+M. D., Baton Rouge—Councilor, 


Sixth District. 

J. W. Faulk, M. D., Crowley—Councilor, Seventh 
District. 

H. H. Hardy, M. D., Alexandria—Councilor, Eighth 
District. 


SPECIAL COMMITTEES 


ADVISORY TO SELECTIVE SERVICE 


Max M. Hattaway, M. D., Chairman; H. Ashton 
Thomas, M. D.; both of New Orleans; Guy R. Jones, 
M. D., Loekport; M. D. Hargrove, M. D., Shreveport; 


H. H. Cutler, M. D., Monroe; Rhett McMahon, M. D., 
sSaton Rouge; G. E. Barham, M. D., Lake Charles; M. 
B. Pearce, M. D., Alexandria. 


AID TO INDIGENT MEMBERS 
P. J. 
both of 


Carter, M. D., Chairman; Homer Dupuy, M. D.; 
Lake 


New Orleans; C. O. Frederick, M. D., 
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Charles; E. E. Guilbeau, Jr., M. D., 
gan Matthews, M. D., Shreveport; J. J. 
Westwego; H. C. x. Dy 


Lafayette; Mor 
Massony, M. D., 
Hatcher, jaton 


Rouge. 


AMERICAN MEDICAL EDUCATION 


Chairman, 


FOUNDATION 
JW MeLaurip, M. D., Baton 
W. Gajan, M. D., New Iberia; Ralph IH. 

Shreveport; W L. Bendel, M Dis 


Rouge; I 
Riggs. M. D., 
Monroe; Arthur L. 


Seal Mi. D., Pineville; Jobn K. Griffith, M. D., Lake 
Charles; Maxwell E. Lapham, M. D., Edgar Hull, M. D., 
William M. Boles, M. D., Isidore Cohn, M. D.; all of 
New ©) ins 
BLOOD BANKS 

Ralph M. Hartwell, M. D., Chairman; J. W Daven 
por M. I.; both of New Orleans; J. Q. Graves, M. D., 
Mont 


CANCER 


Ambrose H Storck, M. D., Chairman; H Ashton 


Phomas M. D., Viee-Chairman; Howard R. Mahorn 
er, M. I).: all of New Orleans; W. A. Ellender, M. D 
Houma: W. R. Matthews, M. D., Shreveport; A. S. Ham 


ilton,. M. D., Monroe; 
ton Rouge; John K. 


H. Texada, M. D., 


Thomas Y Gladney, M. D., Ba 
Griffith, M. D., 
Alexandria. 


Lake Charles; B 


CHILD HEALTH 

New Orleans; L. I. Tyler, J1 
M. ID.. Baton Rouge; Clarence H. Webb, M. D., Shreve 
port; M C. Wiginton, M. D., Hammond; G. R. Guiber 
teau, M. D., Jeanerette; Cook, M. D., Lake 
Charles; H. H. Alexandria; more 
member to be 


Sims Chapman, M. D., 


Eleanor 
Hardy, M. D., 
appointed.) 


(one 


CHRONIC DISEASES 
Homer J. Dupuy, M. D., 
mond, M. D., 
Orleans; 


ry = 


Chairman, Branch J. Ay 
Rufus H. Alldridge, M. D.; all of New 
Henry J. Kaufman, Jr., M. D., 
Gilmer, M. D., Shreveport. 


Cottonport ; 


DIABETES 


Joseph W Wells, M. D., Chairman; Carl S. Nadler, 
Jr.. M. D., Daniel W. Hayes, M. D.; all of New Or 
leal 

DOMICILE 

Boni J. DeLaureal, M. D., Chairman; E. L. Leckert, 

M. D.; both of New Orleans; M. B. Pearce, M. D., 


Alexandria; George W. Wright, M. D., Monroe. 


FEDERAL MEDICAL 

Pascal L. Danna, M. D., 

M. D., J. S. George, M. D., H. 

all of New Orleans; C. O. 

Charies: C. L. Saint, M. D.., 
M. D Pineville. 


SERVICES 


Chairman, W. Robyn Hardy 
Frederick, M. D, 
Elizabeth; A. L. 


HISTORY OF MEDICINE IN 
Isidore Cohn, M.D., Chairman; 
M. ID., Edwin H. Lawson, M. D.; all of New Orleans; A 
A. Herold, M. D., Shreveport; C. M. Horton, M. D., 
Franklin; Philip H. Jones, M. D., New Orleans (Pres. 
LSMS) Grenes Cole, M. D., New 


LOUISIANA 
rf 


ex-officio member; C. 


Orleans (Sec-Treas. LSMS) ex-officio member. 
HOSPITALS 
Pascal L. Danna, M. D., Chairman; W. H. Roeling, 
M. D.; both of New Orleans; S. E. Ellender, M. D., 
Houma; O. P. Daly, III, M. D., Lafayette; Orien J. 


Dalton, M. D., New 
Hammond; Jack R. 


Iberia; M. C. 
Jones, M. D., 


Wiginton, M. D., 


saton Rouge. 


INDUSTRIAL HEALTH 
J. Morgan Lyons, M. D., Chairman; A. N. Sam Hous 
ton, M.D.; both of New Orleans; 


Westwego; J. E. Knighton, M. D., 


Leidenheimer, M. D., 
Lake 
Seale, 


Friedrichs, 


J.J. Massony, M. D., 
Shreveport; H. 


~*~. 


Guy Riche, Jr., M. D., 
M. D., Lake Charles. 


Baton Rouge; Ben Goldsmith, 


LECTURES FOR COLORED PHYSICIANS 
Dan D. Baker, M.D., Chairman; Edward A. John, 
M. D.; W. Robyn Hardy, M. D., J. D. Rives, M. D.; all 


of New Orleans; Paul D. Abramson, M. D., Shreveport, 
. 


LIAISON WITH LOUISIANA STATE 
Matthews, M. D., Chairman; E. L. Leeck- 
Burns, M.1D.; all of New Orleans; 
Bannerman, M. D)., George W. 
M. 4)., Monroe 


NURSES’ ASSN*¥ 

Edward deS 
ert, M. D., 
Moss M. 
Wright, 


hdga 


Datan Rouge; 


MEDIATION 
Committee on 


H. Ashton Thomas, M. D., 
ler, M. D., 


(Formerly Grievances) 
Morell W. Mil- 


Signorelli, M. D.; all 


Chairman ; 
Vice-Chairman; J. J. 


of New Orleans; H. W. Boggs, M. D., Shreveport; John 
T. Lewis, Jr., M. D., Baton Rouge. 
MEDICAL INDIGENCY 

Kdward deS. Matthews, M. D., Chairman, New Or 


leans; O Lb 
Boyd, M. D., 
Baton 


Owens, M. D., Alexandria; Clarence E. 
Shreveport; H. Guy Riche, Jr.. M. D., 
Orien KE Dalton, M. D., New Iberia 


Rouge ; 


NATIONAL EMERGENCY MEDICAL 
(CIVIL DEFENSE) 


Bannerman, M. D., 


SERVICE 


Moss M. 
za & Da 


Chairman, S. H. 
Joseph, M. D.; all of 


Colvin, 


Cheney C. Baton 


Rouge; Charles B. Odom, M. D., New Orleans; Wil- 
lard A. Ellender, M. D., Houma; Jared Y. Garber, 
liard <A Ellender, M. D., Houma; Jared Y Garber, 
M. D., Lake Charles; CC. P. Herrington, M. D., Alex- 
andria; Henson S. Coon, M. D., Monroe; W. J. Nor- 
fleet, M. D., Shreveport; Harry S. Morris, M. LD., Zach 


ary; E. P 
M. D., 


reaux, M is 
Opelousas, 


Lafayette; F. C. Shute, 


NEURGPSYCHIATRIC 

AT CHARITY 
Connely, M.' D., 
M.D.; both of New Orleans; 
Shreveport; Arthur D. 
M. Robards, M. D., 


SERVICE 
HOSPITALS 
Edmund Chairman; C. 8. 
Douglas L. 
Long, M. D., 
Jackron, 


Holbrook, 
Kerlin, M. D., 


saton Rouge; E. 


NOMINATION OF COMMITTEES TO BE 
AT 1954 ANNUAL MEETING 
To be appointed. 


ELECTED 


PUBLIC HEALTH OF 

J. D. Martin, M. D., 
J. DeLaureal, M. D., 
M. D., Hammond; 
C. E. Boyd, M. D., 
Monroe; J J. 
M. D., 


THE STATE OF LOUISIANA 
Chairman, Baton Rouge; Boni 
New Orleans; Clifton G. Aycock, 
Hilton J. Brown, M. D., Franklin; 
Shreveport; W. L. Bendel, M. D., 
Stagg, M. D., Charles L. Saint, 
Elizabeth. 


Eunice; 


RURAL AND URBAN HEALTH 


J. P. Sanders, M. D., Chairman, Shreveport; George 
H. Hauser, M. D., J. J. Irwin, M. D.; both of New 
Orleans; Guy R Jones, M. D.; Lockport; Cyril T. 
Yancy, M. D., Monroe; M. V. Hargrove, M. D., Oak- 


dale; O. B. Owens, M. D., 
ton, M. D., Hammond. 


Alexandria; M. C. Wigin- 


SECOND DISTRICT MEDICAL SOCIETY AND 
ORLEANS PARISH MEDICAL SOCIETY 


(Investigation in re membership) 

E. L.gLeckert, M.D., Chairman; A.B. Cairns, M. D. 
A. V. Friedrichs, M. D.; Roy B. Harrison, M. D.; 
all of New Orleans; M. B. Casteix, M. D., Joseph S. 


Kopfler, M. D.; both of Kenner. 
STATE HOSPITAL POLICIES 
W. E. Barker, Jr., M.D., Chairman, Plaquemine; 
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Philip H. Jones, M. D., Edmund Connelly, M. D., 
Charles B. Odom, M. D., Edwin L. Zander, M. D.; all 
of New Orleans; C. 8S. Sentell, M. D., Minden; George 


W. Wright, M. D., Monroe. 


WOMAN'S AUXILIARY (Advisory Committee) 
Roy B. Harrison, M. D., Chairman, New Orleans; J. 
kK Knighton, M Ib., Shreveport; Edwin <A. Socola, 


M. D., New Orleans 
CHAIRMEN OF SCIENTIFIC SECTIONS 
1954 ANNUAL MEETING 
ALLERGY 


Dr. Stanley Cohen, New Orleans 


BACTERIOLOGY & PATHOLOGY 
Dr. Ralph M. Hartwell, New Orleans 


CHEST 
br. P. R. Gilmer, Shreveport 
DERMATOLOGY 
Dr. Lee DD. MeLean, New Orleans 
DIABETES 
Dr. Joseph W. Wells, New Orleans 
EAR, NOSE AND THROA'l 
br. H. L. Kearney, New Orleans 
LYE 
Dr. H. B. Dozier, New Orleans 


GASTROENTEROLOGY 


(to be appointed) 


GENERAL PRACTICE 
Dr. Kk. L. Carroll, Columbia 
GYNECOLOGY 
(to be appointed) 
HEART 
Dr. Sam Hobson, New Orleans 
MEDICINE 
Dr. N. W. Voorhies, New Orleans 
NEUROPSYCHIATRY 
Dr. Arthur L. Seale, Pineville 
OBSTETRICS 
Dr. Jack KR. Jones, Baton Rouge 


ORTHOPEDICS 


Dr. Rufus H. Alldredge, New Orleans 
PEDIATRICS 
Dr. Eleanor Cook, Lake Charles 
PUBLIC HEALTH 
Dr. W. P. Gardiner, New Orleans 
RADIOLOGY 
Dr. L. J. Bristow, Jr New Orleans 
SURGERY 
Dr. Morgan Lyons, New Orleans 
UROLOGY 
Dr. R. M. Willoughby, New Orleans 
— oO 


FROM THE SECRETARY’S OFFICE 
AMERICAN MEDICAL ASSOCIATION 
. SEVENTH ANNUAL 
CLINICAL MEETING 
DECEMBER 1-4, 1953 
ST. LOUIS 
The House of Delegates of the Ameri- 
can Medical Association, meeting at the 
Jefferson Hotel in St. Louis during the 





Seventh Annual Clinical Session took im- 
portant policy actions on social security, 
voluntary health insurance, medical ethics 
and unethical practices, medical education, 
hospital accreditation, military affairs and 
a wide variety of subjects affecting both 
physicians and the public. 

Highlight of the opening House session 
on Tuesday was the announcement that 
Dr. Joseph I. Greenwell of New Haven, 
Kentucky, had been selected by a special 
committee of the A. M. A. Board of Trust- 
ees as the 1953 “General Practitioner of 
the Year.”” The annual medal and citation 
for community service by a family physi- 
cian were presented to Dr. Greenwell by 
Dr. Edward J. McCormick of Toledo, Ohio, 
President of the American Medical Asso- 
ciation, who also addressed the opening 
session. 

The Tuesday program also included ad- 
dresses by Dr. James R. Reuling of Bay- 
side, New York, Speaker of the House of 
Delegates, and Dr. Chester Keefer of 
Boston, Special Assistant to Mrs. Oveta 
Culp Hobby, United States Secretary of 
Health, Education and Welfare. Annual 
reports were presented by Dr. George F. 
Lull, Secretary and General Manager of 
the A. M. A.; Dr. Dwight H. Murray of 
Napa, Calif., Chairman of the Board of 
Trustees, and by the standing and special 
committees of the House of Delegates. 

Approving a recommendation by its 
Reference Committee on Legislation and 
Public Relations, the House passed a reso- 
lution reaffirming its opposition to the 
compulsory coverage of physicians under 
the Old Age and Survivors Insurance pro- 
visions of the Social Security Act and ad- 
vocating passage of the Jenkins-Keogh 
bills now pending in Congress. These bills 
were described as providing for “the de- 
velopment of a voluntary pension program 
which is equitable, free from compulsion, 
and satisfies the retirement needs of phy- 
sicians.” 

The reference committee report adopted 
by the House said: 


“The purpose of these bills is to elimi- 
inequities 


nate the discrimination, and 
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which exist under present tax laws by ex- 
tending the tax deferment privilege to the 
country’s ten million self-employed and 
also to millions of employees who are not 
covered by pension plans. The purpose of 
the resolution is to reaffirm our support 
of the voluntary pension program provided 
in the Jenkins-Keogh bills and to reaffirm 
our strong opposition to the extension of 
compulsory coverage of physicians and 
other self-employed persons under Title II 
of the Social Security Act.” 

The same committee report urged con- 
tinued action to obtain passage of the 
3ricker Amendment (S. J. Res. 1) and ap- 
proved the principle of legislation which 
would reduce or remove the limitation on 


the deduction of medical and dental ex- 
penses for income tax purposes. It also 
opposed any further extension of the 


“Doctor Draft’ Law beyond the 
expiration date of June 30, 1955. 


present 


The report said that “your Committee 
feels strongly that there should be no fur- 
ther extension of the ‘Doctor Draft’ Law. 
We feel that the legislation is discrimina- 
tory and urge the Committee on Legisla- 
tion and the Board of Trustees to actively 
oppose any further extension.” 

The House acted to accelerate the de- 
velopment of voluntary health insurance 
by passing a resolution requesting the 
Council on Medical Service to proceed im- 
mediately with a special study of the prob- 
lems of catastrophic coverage and cover- 
age for retired persons. The Council was 
asked to present its findings and recom- 
mendations to the House not 
the 1954 Clinical Meeting. 
pointed out: 


than 
The resolution 


later 


“There are two large groups of citizens 
for whom improved coverage could be of- 
fered under present prepaid medical care 
plans, namely: (a) those individuals who 
suffer catastrophic or long-continued and 
highly expensive illness and whose finan- 
cial not adequate to meet 
the cost thereof and (b) those citizens who 


resources are 


have retired and are living on small in- 
comes and who are not eligible under pres- 
ently existing public or private plans.” 
The resolution emphasized the medical 
profession’s “responsibility to make every 
effort to promote such prepaid medical 
coverage for all citizens whose 
stances make them eligible.” 


circum- 


Another resolution on voluntary health 
insurance, adjudged to be emergency busi- 
ness by the Reference Committee on In- 
surance and Medical Service and then 
passed by the House, stated that “the A- 
merican Medical Association condemns all 
insurance contracts which classify any 
medical service as a hospital service.” The 
resolution reaffirmed previous actions of 
the House defining pathology, radiology, 
anesthesiology and physiatry 
services. 


as medical 


A second emergency resolution, which 
would have endorsed the principle of fed- 
erally subsidized scholarships for prospec- 
tive military personnel in order to encour- 
age the building up of a career-basis medi- 
cal corps for the armed forces, was re- 
ferred by the House to the Board of Trust- 
ees for study and action. 

A resolution introduced by the Iowa 
State Medical Society, calling for approval 
of a joint-billing procedure involving serv- 
ices rendered by two or more physicians, 
was referred to the Judicial Council, at 
the suggestion of the Reference Commit- 
tee on Miscellaneous Business, with the 
recommendation “that the Judicial Coun- 
cil investigate the factors involved in the 
matter as presented and 
there are new factors or new 


determine if 
facets that 
would cause it to change the opinion” de- 
termined in 1952. 

The House approved a revision of one 
section of the Principles of Medical Ethics 
of the A. M. A. which clarifies the rela- 
tionship of physicians to all forms of pub- 
lic information media. The revision had 
been worked out by the Council on Con- 
stitution and Bylaws. 
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In an effort to solve the publicity prob- 
lems resulting from unethical practices by 
a small minority of doctors, the House re- 
ferred to the Board of Trustees a resolu- 
tion calling for appointment of a special 
committee with broad professional repre- 
sentation to study all aspects of the prob- 
lems. The Board was asked to study and 
implement the intent of the resolution and 
to report its findings to the House at the 
June, 1954, meeting in San Francisco. 

To clarify misunderstandings among 
physicians regarding the rules and regu- 
lations of the Joint Commission on Ac- 
creditation of Hospitals, especially as they 
concern the role of the Department of 
General Practice in a hospital, the House 
adopted the following resolution: 

“That this House of Delegates of the 
American Medical Association request the 
Joint Commission on Accreditation of Hos- 
pitals to publish an article, or series of 
articles, in the Journal of the American 
Medical Association and other official pub- 
lications circulating among the medical 
and hospital professions, to acquaint the 
medical-hospital profession with the regu- 
lations, bylaws and their interpretations, 
and 

“That the Commission clarify the meth- 
ods by which an aggrieved hospital or its 
staff may appeal a decision with which 
they are not in agreement.” 

In the field of medical education the 
House was “pleased to note” that a fourth 
grant of $500,000 had been made by the 
American Medical Association to the A- 
merican Medical Education Foundation for 
financial aid to the nation’s medical 
schools. The Foundation reported that its 
1953 income now totals $1,174,000 and 
that the number of contributors now is 
more than double the total in 1952. 

Dr. Louis H. Bauer, of New York, im- 
mediate past president of the A. M. A., 
was elected president of the Foundation 


just prior to the opening of the A. M. A. 
Clinical Session. He succeeds the late Dr. 
Elmer L. Henderson of Louisville, also an 
A. M. A. past president. 

At the opening session of the House, Dr. 
McCormick in his presidential address 
made a strong appeal to the nation’s physi- 
cians for “action that will further the full 
confidence of the public in our profes- 
sion.” 

“Good public opinion cannot be bought,” 
he declared. “It must be earned through 
exemplary conduct and genuine service in 
the public interest. Whatever money the 
A. M. A. and its constituent societies 
spend for public education and public re- 
lations is wasted unless individual physi- 
cians take wholehearted interest in assur- 
ing the success of these ventures.” 

Dr. Reuling, emphasizing that much se- 
rious work remains to be done, warned 
that “times are just as troubled as when 
we had blanket bills before Congress 
which would have socialized the practice 
of medicine.” 

Dr. told the House that “the 
voluntary way has been the most success- 
ful in the past and there is no reason to 
believe it will not continue to be in the fu- 
ture.” He urged maximum effort, cooper- 
ation and leadership on the community 
level. 


Keefer 


Just prior to the Clinical Meeting the 
Joseph Goldberger award for outstanding 
contributions in the field of clinical nutri- 
tion was presented to Dr. James Somer- 
ville McLester of Birmingham, Alabama, 
a practicing physician for more than 50 
years. The award was presented by the 
A. M. A. through its Council on Foods and 
Nutrition. 

Final registration at the St. Louis Clini- 
cal Session was expected to total approxi- 
mately 7,500, including about 2,700 physi- 
cians. 
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CALENDAR 


PARISH AND DISTRICT 


MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 

ANNUAL FOUNDER’S DAY FORUM isiana, is in need of a resident physician for the 


The Rapides Parish Medical Society will hold 
its Annual Founder’s Day Forum on 
9th, 1954, at the Hotel Bentley in Alexandria. 

The program consists of a luncheon, presenta- 
tion of scientific papers at the Hotel Bentley 
and a banquet for the and their 
at 7:00 p. m. that evening at the 
Golf and Country Club. 

The Secretary of the State Society was priv- 
ileged to attend the 1953 Founder’s Day Forum 
and can bespeak for all who attend a grand sci- 
entific and social treat. 


January 


doctors wives 


Alexandria 


— : 
NEWS ITEMS 

Dr. Lucien A. LeDoux recently elected 

Chairman of the Board of Trustees of the South- 

ern Medical Association. Dr. LeDoux is Past 

President of the Southern Medical Association. 


was 


Dr. Harry Meyer, of New Orleans, conducted 
a roundtable discussion at the meeting of the 
American Academy of Gynecology & Obstetrics, 
held in Cincinnati 14-16, on the sub- 
ject “Economie and Social Aspects of Obstetric 
and Gynecologic Practice.” 


December 





PHYSICIANS WANTED 

The Kaiser-Aluminum Company of Chalmette 
needs a plant physician. The company will fur- 
nish and supply a clinic for the doctor and there 
are moderate living facilities in Chalmette 
nearby communities. 


and 


If interested contact: 
Dr. Edward E. Dyer 
Medical Consultant 
Kaiser-Aluminum Company 
1924 Broadway Street 
Oakland, California 
Salary up to $10,000 a year. 





Dr. Dwight S. Danburg, Superintendent and 
Medical Director of the Greenwell Springs Tu-. 
berculosis Hospital in Greenwell Springs, Lou- 


hospital. 
POSTGRADUATE CONFERENCE 
(Scott and White Clinic) 
The Temple Division of the University of Tex- 


as Postgraduate School of Medicine announces 
its forthcoming Medical and Surgical Confer- 
ence to be held February 22, 23, 24, 1954. The 


program, sponsored by Scott, Sherwood and 
be presented by mem- 
and White Clinic. 

will be directed 
interest of the physician 
The 


operative 


Brindley Foundation, will 
bers of the staff of Scott 

The Postgraduate Conference 
primarily toward the 
engaged in private 
will 


practice. morning ses- 
clinics directed 
by the surgeons, with consulting internists, ra- 


and 


sions consist of 


diologists, pathologists participating; while 


the afternoon sessions will be composed of round- 


table luncheon discussions, panels, and sympo- 
sia. A formal lecture will be presented each 
evening, with a banquet-lecture on the final 


night. 

Registration forms are available from the 
office of the Assistant Dean, University of Tex- 
as Postgraduate School of Medicine, The Temple 
Division, Temple, Texas. 


NUMBER OF INTERNS AND RESIDENTS 
IN HOSPITAL TRAINING DOUBLED 

Twice as many interns and resident physicians 
today are completing their training and further- 
ing their education through hospital work as 
there were prior to World War II. During the 
year 1952-53, there were 7,645 interns and 16,- 
867 resident physicians on duty in the nation’s 
hospitals, compared to a total of approximately 
12,000 in 1940. 

This was disclosed in the 27th annual report 
on internships and residencies in the United 
States, prepared by the Council on Medical Edu- 
cation and Hospitals of the American Medical 
Association. The report appears in the Septem- 
ber 26 Journal of the American Medical Asso- 
ciation. 
certain that the 


To make American people 





12 Book Reviews 


eare, the A. M. A. 
Medical and 
Hospitals, accredits only those hospitals for the 
training of the that 


obtain the medical 


through its 


best 
Council on Education 


country’s physicians meet 


set educational and clinical standards. 
It is significant to note, the report pointed out, 
that the 


intern 


number of hospitals offering approved 
training has 
the last 10 


number of 


during 
while the 


risen 382 


increased 12 per cent 


years, from 760 to 856, 
available has 


11,006. 


internships 


per cent, from 8,180 to 


PROGRESS IN DEVELOPMENT 
OF POLIO VACCINES 


Further progress in the development of a 


practical polio vaccine was reported recently by 


Dr. Jonas E. Salk, research professor of bacter- 


iolog'y at the University of Pittsburgh School of 


Medicine. 
In an interim 


report made to hundreds of the 


nation’s child Miami fo. 
Acad- 


that on the 


specialists gathered at 


the 22nd annual American 


Salk disclosed 


meeting of the 


emy of Pediatrics, Dr. 


basis of present findings “there may be several 
possible methods of producing a safe and effec- 
tive vaccine against polio.” 

The Pittsburgh scientist, whose studies are 
being supported with March of Dimes funds from 
the National Foundation for Infantile Paralysis, 
revealed that an additional 474 children and 
adults have been vaccinated with several experi- 
mental vaccines. The vaccines used have proved 
to be completely safe and capable of stimulating 
the production of 

The 


years to 


polio antibodies. 


new group, ranging in 
over 21, are from 
Most of them 


suburbs of 


age from three 
Allegheny County, 
reside in Sewickly 
Pittsburgh. This 
brings the total to 637 subjects who have partici- 
pated in the study. 

Although the 


Pennsylvania. 


and Leetsdale 


several experimental vaccines 
being used vary in the manner of production or 
administration, they all are prepared from polio 
virus of all three types grown in cultures of 
monkey kidney tissues, and chemically-killed with 
formaldehyde to render them safe. 


BOOK REVIEWS 


Surgical Applied Anatomy; by Frederick Treves, 
ed. 12, Charles Rogers. 
Philadelphia, Lea & Febiger, 1953. pp. 590, 206 
figures 
The and 

twelfth edition make for interesting reading. 

text 1S 


revised by Lambert 


including 66 in color. Price $6.50. 


introductory notes this 
The 
Rogers is un- 
doubtedly correct in his belief that it is “the old- 
written il 

When ii 


original autho1 


prefaces in 


now seventy years old, and 
est textbook of 
lish to 


appeared, in 


Eng- 
first 
both 
of Anatomy 
through the 

Keith brought 
Professor G. C. 


surgical anatomy 
remain in 


current usage.” 
1883, the 


Assistant Surgeon and 


was 
Demonstrato1 
He carried it 
Arthut 
and 


at the London Hospital. 
first five 
out the sixth 
Choyce the 


revisions. Sir 
seventh 
ninth. 
tenth, eleventh 


and 
eighth and Rogers himself has 
revised the twelfth editions. 
All of the editors, like the original 
anatomists 
that 

| 


springs much of the 


and 
author, were 
became From 


before they 


both 


surgeons. 


training, in subject and sequence, 


book. The 
still is, where 


excellence of the 


emphasis has always been, and 


it belongs. 
The physician 
would do 


who intends to use book 


first 
the read- 


this 
preface to the 
wrote, that 
knowledge of 


well to read the 


edition. Treves assumed, he 


er would begin with some human 
anatomy and he therefore omitted most anatomic 
descriptions. His “the 


parts upon the 
This has 


Successors. 


concern was only bear- 


ings of the anatomy of the 
cumstances of 


cir- 
practice.” been the 
concern of all his 

Furthermore, Treves intended the book only for 
certain classes of 
for his final 


readers: the student preparing 


examinations in surgery; “practi- 


tioners whose 


memory of their dissecting-room 
little grey”; junior students 
their studies rendered more in- 
telligent by learning how anatomy is concerned 
in actual dealings with disease.” 


work is growing a 


who “may have 
Surgical Applied 
Anatomy is not a substitute, nor was it intended 
to be a substitute, for the definitive texts on 
It is admirably suited for the purposes 
for which it was intended, and one may be grate- 
ful, among other gratitude, for the 
this book a 


anatomy. 


sauses for 
format, which 
practical daily companion. 

One of the unusual 
oceasional footnotes. 


convenient makes 
features of this book is the 
They supply a _ reference, 
identify a person, or add an odd or interesting 
fact. The illustrations serve their purpose; they 
are clear and uncluttered. The writing is both 
lucid and alive. no “dead bones” in 
this text. 

In short, this twelfth edition of Surgical Ap- 
plied Anatomy is warmly recommended for the 
which it was intended. Its 


There are 


purposes for users 


do it no service when they attempt, through ig- 
norance or sloth, to go beyond them. 
FREDERICK FITZHEBERT Boyce, M. D. 


PUBLICATIONS RECEIVED 
Medical Publications, Los Altos, 
Review of Physiological Chemistry, by 
A. Harper, Ph. D. (4th Edit.) ; 

The C. V. Mosby Co., St. 
edited by W. A. D. 
(2nd Edit.) ; 

Philosophical Library, New York, N. Y.; Sci- 
ence and Man’s Behavior, by Trigant Burrow, 
M. D., Ph. D. 


Lange 


Calif.: 
Harold 


Louis: Pathology, 
Anderson, M. A., M D., 





